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* IVISION PALATINE” (67) by Veau and 
Borel presents Veau’s experience in doing 
500 cleft-palate operations. 

The methods of others are reviewed, and the 
poor results of operation and the reasons for them 
following the use of the classical methods are dis- 
cussed from: anatomical and functional stand- 
points. 

There is apparently a complete list of the 
methods proposed for closing the palate when 
classical methods fail; also a list of monstruosités 
chirurgicales which includes operations to close 
the defect with flaps brought in from elsewhere in 
the body. 

Veau’s 500 cases, representing practically all 
types of cleft, are reported with a description of 
Veau’s method of closure. 

The total mortality was 3.8 per cent (19 deaths 
in the 500 cases). Of interest is the decrease in the 
mortality with the increase in years: one year, 
9.4 per cent; two years, 5.7 per cent; three years, 
2.7 per cent; and four years, 1.8 per cent. 

Veau’s ideas expressed in the discussion of the 
age at which the operation should be done might 
be said to be reduced to mathematical accuracy: 
the mortality is a factor in favor of late operation, 
and the speech a factor in favor of early operation. 
It is shown that in children operated upon in the 
first year the incidence of normal speech is 70 per 
cent; in those operated upon in the second year, 
it is 69 per cent; and in those operated upon in the 
third year, it is 26 per cent. The optimum age for 
the closure of a cleft palate is between the twelfth 
and twenty-fourth month. At that age the 


mortality is 5.7 per cent and the incidence of 
normal speech function is 69.6 per cent. How- 
ever, these statistics may be presented to the 
parents and the decision made by them. Veau 
agrees with Berry that the occasionai operator 
should delay operation to the later age. 

The statistics on anatomical closure show 15 
unclosed palates, 26 holes behind the alveolus, and 
24 holes at the junction of the hard and soft 
palates. 

The main subject of the book is the technique 
which Veau uses for closure of the 4 forms of cleft 
palate he distinguishes. In the first type, simple 
cleft of the velum, closure is effected by sutures 
along the nasal and buccal surface and a wire 
around the muscle bundle; no lateral incisions are 
made. In the second type, cleft palate without 
cleft lip or alveolus, the method of closure is 
similar to that of the first type, but lateral flaps 
are raised over the hard palate and switched 
toward the midline. In the third type, complete 
cleft with harelip, a flap is taken from the vomer 
and turned over on itself to make a nasal lining, a 
palate flap from the cleft side is raised and carried 
over to the undersurface of the vomer flap and 
held there apparently with one suture, the vomer 
flap is then closed entirely through the alveolus 
with a flap turned similarly from the nasal, 
alveolar, and buccal fornix mucosa, and the soft 
palate is closed at another operation. For the 
fourth type, bilateral cleft palate and lip, the 
process carried out is essentially the same as the 
process in the third type except that flaps are 
taken from both sides of the vomer. There is only 
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one illustration to show this type of closure, and 
Veau states that he writes this chapter with 
timidity because he has not had sufficient ex- 
perience to state with authority the value of the 
method he proposes. 

The final chapters deal with speech and include 
studies by Borel on the physiology of speech in 
patients with cleft palate and on the training of 
speech after operation. 

Dorrance (18) states that it has been generally 
accepted that in most cases of cleft palate the 
palate is short. Cleft velum alone and cleft palate 
which extends as far forward as the anterior pala- 
tine foramen are usually shorter than lip-jaw- 
palate splits. 

In a study of the speech mechanism in 2 cases 
in which the nose and septum had been lost, a 
sphincteric closure of the nasopharynx was ob- 
served. Further anatomical studies showed that 
the superior constrictor of the pharynx was in- 
serted into the velum and interlaced from side to 
side so that on contracture there was a definite 
sphincteric closure between the nasal and the oral 
pharynx. 

Dorrance is convinced that the tensor palati 
muscle is shorter in persons with cleft palate than 
in normal individuals. The independent pull 


exerted on each side by the shortened muscle 
drags each half of the cleft velum forward and 
outward, causing the tips of the cleft uvula to 


point toward the median line. 

Division of the hamular process will release the 
tension produced by the tensor palati muscle and 
thus permit mesial displacement of the palatine 
insertion of the superior constrictor muscle of the 
pharynx. The function of the tensor palati muscle 
will be altered from that of a tensor to that of 
an elevator, and the tensor palati rendered an 
assistant to the levator palati muscle. 

For clefts of the velum Dorrance usually per- 
forms the 2-stage “‘push-back operation.” 

The “push-back operation” is used also in cases 
with congenital shortening of the palate, cleft 
velum, and cleft palate extending as far forward as 
the anterior palatine foramen. In these cases the 
operation ends with complete restoration of the 
palate. It is applicable likewise in cases of com- 
plete cleft palate in which the velum is short and 
the von Langenbeck operation cannot insure 
success. 

In dealing with cases of lip-jaw-palate splits, in 
which the soft tissue is of adequate length, a 
modified von Langenbeck operation is performed. 

In Dorrance’s opinion the age of choice for 
operation is between the second and fifth years, 
preferably after the fourth year. 
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Dorrance’s book, “The Operative Story of 
Cleft Palate,”! is a complete recording of the 
procedures used for closing cleft palates from the 
first operations down to and including Dorrance’s 
own observations and work. There are a great 
many illustrations of instruments and operative 
procedures, and over 4,000 citations to the litera- 
ture are included. The author’s “push-back”’ 
operation is described in detail. The great num- 
ber and the complex nature of the methods of 
closure which have been worked out make a re- 
view of the book of little value, but before any 
procedure is labeled ‘‘new”’ the originator should 
consult this book for he will almost assuredly 
find at least his idea already in print. 

Browne (13) states that the mechanism which 
closes the nasopharynx is the same as that which 
closes so many other passages in the body—the 
device of a complete muscular ring or sphincter. 

The posterior half of the sphincter is made up of 
the superior constrictor and the palatopharyngeus 
which, by simultaneous contraction, produce 4 
shelf on the posterior wall of the pharynx known 
as “ Passavant’s ridge.” 

The anterior sling consists of the 2 levatores 
and the 2 tensores of the palate. 

The aim of the operation for cleft palate ol- 
viously becomes the construction of a contractile 
ring similar in structure to the normal ring and 
capable of closing the nasopharyngeal passage. 

The sacrifice by the Brophy operation of the 
germs of the permanent teeth by the leaving oi 
septic wires among them for long periods is too 
high a price to pay for easier joining of the palate. 

The production of a simple stiff partition be- 
tween the nose and the mouth, which means 
success in dealing with the hard palate, means 
failure in dealing with the soft palate. 

If the mucoperiosteum is boldly detached from 
the alveolar ridge along its outer border so that it 
is simply left attached by its anterior and posterior 
ends, it can be pulled inward to any extent neede: 
by the width of the cleft and still left in contact 
with the underlying bone. 

The solution of the dilemma of the disposal of 
the posterior palatine artery appears to be the 
deliberate arrangement of an adventitious circu- 
lation to replace the natural circulation by cutting 
the artery at a preliminary operation. 

The operation for closure of the soft palate is 
essentially one of muscle transplantation and re- 
quires wide denudation of the bordering mucosi 
so that wide areas of submucous tissue can be 
approximated. 


'Dorrance, G. M., and Shirazy, E.: The Operative Story of Cleft Palat: 
1933: Philadelphia, Saunders. 
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The rigid bony framework of the pharynx is of 
normal size, but the muscles available are short 
and atrophic. The freeing of the levator palati is 
easy enough, but the turn of the tendon of the 
tensor palati round the hamular process fixes it 
firmly to the boundaries of the nasopharynx and 
changes its direction so that it pulls directly out- 
ward against the line of junction. It is fortunate 
that the hamular process can be very easily 
snapped off at its base without interfering with 
the synovial sheath of the pulley, and thereby 
displaced inward and upward to a position which 
will not interfere with the joining of the 2 tensores. 
In this new position it must finally become fixed 
by the healing processes so as to afford once more 
a fulcrum to the tendon that curls round it. 

As a preliminary to the joining of the cleft it is 
necessary to re-arrange the blood supply by cut- 
ting the posterior palatine artery and to remove 
the tonsils. 

In every case without exception the hard as well 
as the soft palate, should be completely mobilized. 

Proper mobilization is proved when the sides of 
the cleft tend to fall together and can be pushed 
into contact with the very slightest pressure. 

The only danger to fear after the operation 
described is‘Sepsis Of the corroding type which will 
break down any wound in which it occurs. 

Mitchell and; MacKenzie (47), after a long 
period of dissatisfaction with the single-stage 
von Langenbeck operation, have found a routine 
2-stage delayed-flap operation of advantage. The 
first stage includes the elevation of flaps through 
lateral incisions and their detachment from the 
posterior surface of the bony palate. In the next 
stage the flaps are re-elevated and freshened in 
the midline and the closure is then completed. 

Gehrig (24) reported 30 cases operated upon by 
the von Langenbeck procedure. In 14, healing 
was satisfactory; in 14, it occurred with defects; 
and in 2, the result was a failure. Speech was 
normal in 3 cases. 

Monnier (48) operated in general according to 
the procedure of von Langenbeck with certain 
modifications. He divides his 150 cases into 4 
groups. Of those of Group 1, cases of partial cleft, 
correct healing resulted in 86.5 per cent and good 
speech in 70 per cent. Of those of Group 2, cases 
of subtotal cleft, correct healing was obtained in 
72.3 per cent and good understandable speech in 
63 per cent. Of those of Group 3, cases of one- 
sided cleft, the operation was followed by correct 
healing in 39 per cent and by good speech in 58 
per cent. Of those of Group 4, cases of double- 
sided cleft, a defect requiring secondary closure 
persisted in all. The defects were mainly on the 
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front part of the hard palate. Good speech was 
obtained in 42 per cent of the cases of Group 4. 
Monnier endeavors to build functioning lips, 
produce correct lip curves, reconstruct the soft 
and hard palate without a defect, and fashion a 
long movable soft palate. He has obtained better 
results in lip correction since he has sutured the 
mucous membrane, muscle, and skin individually. 

Liebermann (38) suggests a procedure in which 
a flap with its raw surface toward the nasal cavity 
is raised on one side and a flap on the other side is 
raised with its raw surface toward the oral cavity. 
These flaps are laid upon each other, raw surface 
to raw surface, and a double row of stitches is care- 
fully introduced. This appears similar to the 
Lane operation. 

For the after-care in cases of cleft palate, 
Grammelsdorf (26) recommends vioform or iodo- 
form packs in the lateral incisions and protection 
of the suture line with lead, silver, or celluloid 
plates. Of further importance is a specialized 
massage of the soft palate which is deficient in 
movement, and, at the same time, speech training. 

Kitlowski (37) has completely recorded the pre- 
operative and postoperative care in cases of cleft 
lip and palate which is followed on the service of 
John Staige Davis. 

Pagnamenta (52) reports over 150 cases in 
which the von Langenbeck operation for cleft 
palate was done. He confirms the contention of 
Ernst that the background is too wide a meso- 
pharynx or too short a soft palate. In the cases 
reported, speech was quite understandable al- 
though very nasal. Pagnamenta believes that the 
age at which the operation is performed is un- 
important as far as the results are concerned. As 
a fistula in the lateral incision resulted in only one 
of the cases reported, he does not advocate the 
use of the Monnier band. Healing was best in 
patients under two years of age. In the cases of 
complete double clefts, which constituted 16 per 
cent of the total number, healing never occurred 
without a defect. An overstretched soft palate 
and poor condition of the teeth have an un- 
favorable influence on speech. 

Operation performed early—toward the close 
of the second year—has a better prognosis as 
regards plastic reconstruction even if its mortality 
is higher than that of operation performed later. 
In its cases of serious clefts the attainment of a 
completely normal condition by means of surgery 
alone cannot be expected. The help of the dentist 
and speech teacher is necessary in addition. 

Logan (39) gives an excellent summary of cleft- 
palate operations and cites instances in which 
upper jaw deformity occurred: (1) without any 
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operation on the palate, (2) following simple 
closure without bone wiring, and (3) following 
direct bone wiring. However, he remains con- 
vinced that the principle of the direct application 
of force through the medium of silver wires and 
lead plates high on the buccal side is an appro- 
priate treatment for the very wide clefts with 
marked deviation of the nose and its septum from 
the median line of the face. He states that as far 
as he knows no one has ever investigated and pre- 
sented evidence as to the location of the germs of 
the permanent teeth at the age at which operation 
must be done for the bone correction. On the 
basis of an original investigation he shows the 
exact position of the deciduous teeth in relation 
to the germs of the permanent teeth between birth 
and six months. Special attention is called to the 
fact that all developing permanent teeth that are 
to replace deciduous teeth are located at this age 
to the lingual side, with the exception of the 
bicuspid germs, which are to the occlusal side of 
the erupting deciduous first and second molars. 
Of special interest is the finding that the perma- 
nent laterals and bicuspid teeth have not yet 
started to calcify in spite of the fact that they 
erupt previous to the permanent cuspid, the 
crown of which is far advanced in its calcification. 

Logan believes that operation should not be 
undertaken before the age of two months, and 
should be done preferably between the ages of 
two and four months. 

Logan’s operation is described in minute detail 
with photomicrographs of jaws showing the posi- 
tions of tooth buds and wires. Silver wires are 
passed above the deciduous tooth buds without 
damaging the permanent buds which are lingual 
or occlusal. On the sound side they are intro- 
duced in front of the cuspid eminence and in front 
of the zygomatic process and brought across and 
out on the cleft side in front of the zygomatic 
process. They are fixed over lead plates and 
anchored with a “uranoplastic button.”’ A second 
posterior wire is carried clear around the alveolus 
and twisted together in front. By this direct force 
the alveoli in front are brought into contact. The 
remaining cleft is closed by a modified Lane flap 
turned over from the sound side to engage under a 
flap from the cleft side. 

The soft palate is closed a year later, but the 
technique of the closure is not described. 

From a study of specimens of the jaws of 25 
subjects ranging in age from birth to fifteen years, 
Logan and Kronfeld (40) have drawn conclusions 
regarding the time of calcification of teeth which 
vary from those on which the standard accepted 
tables are based. They have summarized their 
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findings in relation to cleft-palate surgery. A care- 
ful study of the work should be of great benefit to 
all engaged in this field of surgery. 

“At the time when wiring through the upper 
jaw is preferably performed (between the second 
and fourth months), the tooth germs are lying in 
the jaw in such a crowded position that passing 
wires between them, as originally suggested by 
the advocates of the direct application of force, is 
now known to be impossible. It is possible to pass 
wires or other suture material through the maxilla 
above certain germs, at a point mesiad from the 
cuspid eminence and distad from the deciduous 
and permanent central incisor germs, or immedi- 
ately above the deciduous lateral incisor. .\ 
second point of entry is located in the field be- 
tween the cuspid eminence and the zygomatic 
process above the first deciduous molar germ. [i 
the points of entry for the wires are high enough 
and at the exact landmarks specified, the only 
possibility of injury to the germs is that which 
confronts the operator when sufficient care has not 
been exercised in the location of the very definite 
anatomic landmark described. 

“Attention of all members of the profession 
who perform surgical operations for closure o/ 
complete congenital clefts or those clefts which 
extend to the maxillary ridge is invited to the 
necessity of obviating the making of incisions 
through the attached overlying soft tissues on the 
lingual aspect of the maxillary ridge for any con- 
siderable distance from the border of the cleft on 
either the long or short fragment for the purpose 
of elevating the periosteum for coaptation in the 
median line. Nor should such incisions be made 
for the purpose of everting or transferring of this 
tissue toward the center of an open cleft until the 
patient is at least one year of age, for the germ o/ 
the permanent lateral incisor is encased in the 
fibrous tissue of the maxillary ridge during this 
period. Furthermore, the germ of the permanent 
central incisor is not yet within the bone of the 
ridge in the first six months.” 


HARELIP 


In “Traitement du Bec-de-Liévre Unilatéral,’’ 
Plessier (55) has recorded the teachings of his 
master, Veau. He believes that the essential 
anatomical parts are always present in a cleft lip, 
and that repairs of cleft lip which are not abso- 
lutely normal are due to failure of the surgeon to 
recognize and carry out a correct operative plan. 
With regard to reconstruction of the nose, he 
is not sure that perfection will ever be obtained. 

Plessier discusses the methods of other surgeons 
in the correction of harelip, and reviews the 
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history of the Mirault procedure and its varia- 
tions. As Mirault’s description of his original 
operation is not clear, much liberty has been 
taken in its interpretation and the operation has 
often been said to consist in taking a flap from the 
lateral side and swinging it to the medial side of 
the cleft. Plessier states that in Mirault’s first 
method a flap was taken from the midline and 
crossed over to the outside (Monod and Vaumerts, 
1908). This is said to have had an unfavorable 
influence on the surgery of harelip for almost a 
century. Its poor results are shown by illustra- 
tions. 

Mirault’s second method, in which an incision 
was made straight down the lip, is said to be much 
better. Veau has developed a technique which 
differs from it only slightly. The lateral column 
of the philtrum and the cupid’s bow are said to be 
constructed by this procedure. 

The importance of recognizing the basic 
anatomy and carrying out the correction accord- 
ingly is emphasized. Any operation that takes a 
flap (from one side or the other) is said to sacrifice 
form. “Thus the first objective which is necessary 
when one undertakes the treatment of a harelip is 
to make incisions on the skin surface which give a 
vertical suture line.” An operation with a flap 
from the outside which was described by Veau in 
1925, but abandoned by him later, presumably in 
favor of the present plan, is shown by a diagram. 

The technique of the operation for partial cleft 
is quite well illustrated and described. The floor 
of the nose is not opened, and no undermining is 
done in the buccal fornices. 

The illustration of the condition before opera- 
tion shows the nostril on the cleft side only very 
slightly widened, and the diagram of the lip after 
the closure shows the same width. Whether the 
widening is supposed to be corrected and the ala 
lifted to its correct level is not clear, as there are 
no photographs of patients to show the repair of 
partial clefts. 

In the last half of the book Plessier discusses 
the nose. In the second paragraph he says: 
“The imperfections due to a deformity of the nose 
are less objectionable than those due to a poor 
operation on the cleft lip.” 

The normal contour of the nose is well described, 
but Plessier states that a perfect nose is never ob- 
tained. He describes the methods of other sur- 
geons and gives a rough classification of the 
deformities that persist after operation. The 
chapter on anatomy, which is excellent, deals 
more with deformity than with normal anatomy. 

The operation is described in detail and is 
shown by illustrations. 


Eight complete clefts with good operative re- 
sults are illustrated. Some of the faults occurring 
with any operative plan may be found. In most 
of the cases the nose is not good, and in some of 
them the deflection of the columella has not been 
corrected. The lip and cupid’s bow appear per- 
fect in some of the cases, and the floor of the nose, 
although not clearly shown in all, seems adequate. 

Plessier is enthusiastic regarding the procedures 
described and states that he will be curious to 
know after a few years whether American sur- 
geons still employ the technique they use today. 

Kiskadden and Tholen (36) have successfully 
used the Rose, Thompson, and Mirault opera- 
tions, but recently have performed the Mirault 
operation as modified by Blair and regard it as 
the most satisfactory. The latter includes a satis- 
factory plan for making the nostrils symmetrical 
and forming a floor for the vestibule. There can 
be no question that closing the lip on a zig-zag 
line prevents retraction. Moreover, the un- 
pleasant notching of the vermilion border is en- 
tirely avoided by the use of a flap as outlined by 
Blair. It has not appeared necessary to close the 
skin, muscle, and mucous membrane in 3 layers. 
However, 1 or 2 catgut sutures to approximate the 
muscle will prevent the slight hollowing found in 
many lip scars due to muscle retraction or poor 
apposition of the cut fibers. 

Double cleft lip presents many very difficult 
problems which must be solved if a satisfactory 
end-result is to be obtained. The usual plan con- 
sists in incorporating the skin of the prolabium 
within the lip and, at a later date, tubing it to 
form and lengthen the columella. 

Occasionally the septum in its growth will 
utilize the prolabial skin and form a columella 
automatically. However, this is not the rule. 
Under no circumstances should the premaxilla be 
removed. 

Formerly Kiskadden and Tholen used wires 
rather extensively in both single and double cleft 
lips when the separation of the palate seemed ex- 
cessive. At the present time 1 wire is usually 
found to be sufficient, and in early cases with but 
moderate separation, reliance is placed on the 
closure of the lip to mould the arch in position. 

In secondary corrections one may find that in 
cases operated upon late the upper lip is left long 
and the vermilion border is quite hidden by its 
retraction. In such cases the Gillies cupid’s bow 
operation is used. This procedure consists in out- 
lining upon the upper lip the exact shape and 
position desired for the new vermilion border, 
sacrificing the skin between this new line and the 
old irregular line, and then undermining the 
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mucous membrane and resuturing it to the new 
border. 

An upper lip which is tight and very short, may 
be lengthened and broadened by inserting a 
pedicle from the lower lip. The pedicle is formed 
by the excision of a central whole-thickness or 
V-shaped wedge. 

Many patients operated upon late present a 
retracted upper lip which renders the profile ex- 
tremely ugly. They are described as somewhat 
dish-faced, with a protruding chin, a redundant 
lower lip, and a retracted upper lip and nose. 

The procedure advocated by Blair—advancing 
the cheeks and lip on the face by wide lateral in- 
cisions in the upper alveolar sulcus—has given 
excellent results. Kiskadden and Tholen use it 
routinely in all cases in which the lip in profile is 
recessive, and have found that almost without 
exception it has resulted in marked improvement 
of the profile. Invariably the columella is deeply 
attached and retracted at its insertion in the lip 
and must be freed from the septum and re-inserted 
as high as possible. 

In cases presenting a bony defect or deficient 
arch, the lip and base of the nose may be brought 
forward by cartilage implants or permanent 
prosthetic appliances attached to the teeth. 

Blair (2) states that one of the worst nasal de- 
formities, but perhaps the deformity least 
mentioned, is that associated with cleft lips and 
palates. In the article cited he repeats his 
description of the nasal deformity which was 
published elsewhere. 

In the original operation there should be 
sufficient mobilization of the soft parts to permit 
fixation of the tissues with a correct level of the 
ala and the formation of an adequate floor of the 
nostril. When this has been accomplished there 
will almost necessarily be correction of the devia- 
tion of the whole nose and columella. 

If there has been no early correction of a harelip 
or if the correction has not restored good nasal 
contour, the deformity will increase and become 
more solidly fixed with the growth of the face. 
The deformity is perhaps worst when there has 
been an early forceful closure with wiring of the 
spread maxilla. Surgical correction necessitates 
an extensive procedure with complete freeing and 
rotating of the nostrils into position. If the teeth 
are not sufficient in number or properly placed to 
maintain a normal profile of the soft parts, a 
dental prosthesis may be necessary. 

For double harelip, Horsley (29) has used a 
modification of the Rose operation and the opera- 
tions devised by Blair and Federspiel with very 
satisfactory results. He emphasizes the im- 
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portance of mobilizing the surrounding tissues of 
the lip and the ale thoroughly, keeping close to 
the maxillary bone. The mucous membrane 
bordering the adjacent sides of the lip clefts and 
the premaxillary process is removed, according to 
the type of operation. The first step in suturing 
consists in reconstructing the floor of each nostri] 
by interrupted sutures of No. ooo plain catgut. 
The vermilion border is constructed by suturing 
the mucous membrane of the lateral flaps together 
beneath the premaxillary process. 

When the lip deformity is associated with a 
protruding premaxillary process, a submucous, 
oblique incision, or a V resection of the lower 
border of the nasal septum must be performed 
first to permit retraction of the premaxilla. ‘The 
apparently shortened columella will lengthen with 
subsequent development. Care must be exercised 
to avoid removing a large section from the nasal 
septum and replacing the premaxillary process too 
far posteriorly. Otherwise the tip of the nose will 
be drawn in and the premaxilla rotated until the 
incisor teeth erupt backward into the mouth. 
Under no conditions should the premaxillary 
process be removed. Transfixing wires or sutures 
should not be used in the premaxilla and lateral 
alveolar process as they will greatly interfere with 
subsequent development of bone and teeth and 
often will produce an over-correction. 

Horsley has performed 176 consecutive oper:- 
tions—84 for harelip and g2 for cleft palate - 
without a death or serious complication. 

Lyerly (42) states that in the repair of a harelip 
it is most important, for a pleasing result, (o 
correct the nasal deformity. The best time for 
operation on a harelip is during the first few days 
or weeks after birth. 

In the infant, the protruding premaxillary 
process can frequently be pushed back by thum) 
pressure and the molding of the repaired lip may 
be depended on to bring it still further back to its 
natural position. If the process is displaced ex- 
tremely forward or the septum and processes have 
become ossified, as in older children, a submucous 
section or resection of the vomer and nasal septum 
just back of the premaxillary process will he 
necessary. This will allow the premaxillary 
process to be brought back to the proper align- 
ment. The edges of the alveolar margin should 
be freshened and fixed in position until union 
occurs. Occasionally the repaired lip will hold the 
premaxillary process in the proper position, but it 
is usually better to fix this process to the lateral 
processes by silver wires. In older children fixa- 
tion may be obtained by wiring the teeth of the 
median processes to those of the lateral processes. 
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To mobilize the soft tissues in reconstruction of 
the lip and reshaping of the nose, it is necessary to 
resect the attachment of the ala of the nose and 
adjacent part of the lip from the superior maxillz 
to a wide extent. The premaxillary process 
should never be removed, but should be used to 
form part of the lip. The skin portion of this 
process should be trimmed to a quadrilateral or 
wedge-shaped structure. The flaps of mucous 
membrane from the lateral processes should then 
be adjusted to each other in a smooth outline to 
form the lip border beneath the premaxillary 
process. In this plan there is no forcing of skin 
from the lateral part below the median process, 
which may make the lip too long. In order to 
keep the skin sutures free from tension, the muscle 
and mucous membrane should be sutured under 
the lip in separate layers. In the formation of the 
nostrils care should be taken to see that they are 
of normal and equal size on the two sides. 

Veau and Plessier (68) describe the technique 
they are now using for double harelip, not as final, 
but because others have seen the work and have 
reported it. 

The face in bilateral cleft lip is operated on in a 
stage of evolution and little faults that are ap- 
parent immediately after operation may become 
worse as time goes on. Therefore, methods and 
results should not be reported too early. 

In the closure of a single cleft lip and palate 
twofundamental procedures have been developed: 
(1) an operation for the lip, the technique of which 
is the same in both single and double cleft lips, 
and (2) an operation for the nose, which is the 
procedure of most importance in the closure of a 
double cleft. 

In the first step a flap is turned from the 
septum and the side of the premaxilla, and the 
anterior two-thirds of the maxillary side of the 
palate is raised completely as a flap with a pro- 
longation going clear forward around the end of 
the maxilla. Then, by completely everting the 
septal flap and the small flap from the anterior 
end of the maxilla and suturing them together, 
the floor of the nose is constructed and lined. ‘The 
posterior palate flap is swung over and anchored 
with one suture to the everted septal flap. 

Next, the same side of the lip is closed by a 
method which includes complete freeing of the alar 
border and a straight-line closure down the lip. 
The vermilion border from the prolabium is pre- 
served and used for lining of the lip, and a small 
part in the center is preserved for permanent 
repair. (Apparently some of the vermilion of the 
lip is sacrificed.) The lip is firmly anchored to the 
premaxilla by a wire which engages the muscle, 
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transfixes the premaxilla, and is fastened over a 
gauze pad on the opposite side. 

After this one-sided operation the premaxilla 
is, of course, drawn far over to the closed side. 
From three to four months later the opposite side 
is closed. This is done in the same way, but a little 
difficulty is experienced because of scarring and 
some change in the incision of the prolabium. 
Again, however, a small part of the prolabium 
vermilion is preserved as permanent. 

In partial clefts or clefts with a small bridge of 
tissue across them, the repair is easier because 
there is apparently more material and the de- 
formity is less. The bridges of tissue are opened 
and the repair is done as described for complete 
clefts. 

After the closure of both sides the upper lip is 
well-protruded because the premaxilla is clear out 
in front of the maxilla. 

Gillies and Kilner (25) believe that the original 
deformities of the nose and lip are often so com- 
plex that it is unreasonable to expect any one 
primary operation undertaken at a very early age 
to accomplish more than an aseptic closure with 
simple adjustment. This produces a sound basis 
for future work of a more cosmetic nature. 

The most common contour deformity seen in 
cases of harelip and cleft palate operated upon 
late is produced by flatness of the lip and de- 
pression of the nose. The flatness of the lip is 
most marked when the premaxilla is removed. 

The nasal deformity is said to be dependent on 
the following factors: (1) backward displacement 
of the maxillz resulting from the scar-tissue pull 
which follows successful closure of the palatal 
cleft; (2) definite underdevelopment of the normal 
amount of bone in the parts of the maxilla which 
border on the pyriform opening; (3) backward 
pressure of a tight lip; and (4) definite failure in 
the forward growth of the nasal septum. As a 
natural corollary to the backward displacement 
of the maxilla the upper teeth come to lie well 
inside the teeth of the lower jaw, mastication 
being thereby rendered ineflicient and the lower 
lip ultra-prominent. 

The operative procedure that will be found 
most widely applicable to this type of lip and nose 
has been called the “buccal inlay.” It consists of 
the introduction of a Thiersch graft on a mould 
designed to free the lip and nose from the under- 
lying retroposed maxilla. Freeing and loosening 
of the lip in this way allows the wearing of an 
upper denture sufficiently prominent to produce a 
normal contour and carrying, well in advance of 
the natural position, artificial teeth which articu- 
late normally with the lower teeth. 
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The results of this simple procedure are said to 
be remarkable. The whole character of the face is 
improved and final successful operations on the 
lip and nose become possible and are more easily 
accomplished. 

One of the most common cosmetic faults is 
found in cases of double harelip, for the so-called 
prolabium is often placed so far down the lip 
that the lobule of the nose is dragged down with it. 

The mucous membrane of the premaxilla, 
having failed to unite with that of the advancing 
lateral processes, forms a pseudovermilion border 
for the prolabium which has tempted many a 
surgeon to utilize it in the construction of the new 
lip margin, to the permanent detriment of the 
patient. 

The variability in the size of the prolabium 
appears to lend weight to the opinion that there is 
in all cases of cleft lip and palate a varying degree 
of non-development of tissue rather than merely a 
non-union of normally developed parts. From the 
point of view of plastic surgery of the lip, it is 
imperative in all cases of down-drawn nose tip to 
take the prolabial skin out of the lip and suture it 
sufficiently high on the free border of the septum 
to allow the tip of the nose to come forward and 
upward into normal position. 

A very pleasing “non-surgical” type of lip may 
be obtained by performing what Gillies and 
Kilner have called the “cupid’s bow” operation. 
In principle this consists in discarding the existing 
skin-vermilion junction altogether and making a 
new curved lip border at a higher level. The 
result is an attractive short lip with full mucous 
membrane and at least a suggestion of a cupid’s 
bow. 

In a few cases there has been so much surgical 
and developmental loss of tissue that nothing 
short of the grafting of a whole-thickness flap 
from the lower lip (Abbe’s operation) is likely to 
result in any striking improvement. 

Mullen (50) has described the developmental 
anatomy of the orbicularis oris and has shown his 
findings with photomicrographs. The surgical 
importance of the muscle is also dwelled on, and 
a good understanding of the muscle may be ob- 
tained from his paper. 


NOSE 


Blair and Brown (5) have presented a very com- 
plete account of their corrections of nasal de- 
formities. The general plan of caring for patients 
with such deformities and detailed legends for 64 
illustrations are given. Included among the 
operations were total and partial nose recon- 
structions; the formation of a nose from the fore- 
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head in a case of congenital absence of the entire 
nose; operation for ocular hypertelorism (this is 
probably the first time surgical correction of this 
deformity has been reported) ; operation for bitid 
nose; operation for advancement of the nose, lip, 
and face; the care of fractures with old displace- 
ments and external scarring; cartilage trans- 
plantation for depressed bridges; the removal of 
paraffinomata and repair; the repair of radiation 
burns; and reconstruction of the columella. 

Ina shorter article Blair (2) describes and shows 
by illustrations harelip deformities, saddle nose, 
hump nose, partial losses and reconstruction, 
total reconstruction, and deformities resulting 
from fractures. 

A close study of wax or plaster casts and pre- 
liminary preparation of patterns for transplanis 
are probably necessary steps if the best results are 
to be obtained. 

For the transplant for depressed bridges, autv- 
genous fresh cartilage is used exclusively because 
it is thought to be the safest material. 

In reducing the size of a hump nose, chisels and 
biting forceps are used in preference to rasps, an! 
narrowing the nose is frequently found necessary. 

Incisions are placed just within the nostrils and 
parallel with the free border. If the whole dorsum 
is to be raised, incisions in both nostrils are con- 
nected across the tip of the columella. 

For restoring losses of any size, pedicle flaps 
from the forehead are used almost exclusively. 
The forehead tissue and skin is so superior to any 
other available that it is used regardless of the 
added facial scar. The pedicles are returned to 
accurate position and the defect is covered with a 
thick split graft. Such a graft gives ultimately as 
good a surface as a full-thickness graft. The de- 
tails of repair are illustrated. 

In total reconstruction of the nose practically 
all calculations are made by measurements o/ 
patterns from built-up plaster casts. 

The plan of repair consists always, if possible, 
in using a delayed flap taken from the forehead 
and lining the nose by turning in delayed flaps 
from the surrounding skin. Flaps from the neck, 
chest, and arm are employed only if necessary. 

It is possible that most of the apparently un- 
explained marked nasal deformities are the result 
of untreated fractures sustained early in child- 
hood. If not corrected, such deformities fre 
quently become worse with marked distortion o/ 
the septum and deviation of the nasal bones. 

Loza (41) characterizes rhinoplasty as milli- 
metric surgery, requiring an exceedingly precis« 
and delicate techniquc, and, above all, a correct 
appraisal of the deformity. 
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When the malformations are multiple, correc- 
tion of each one of them is indispensable for a 
perfect final result. 

Seven cases are shown in illustrations, 2 of 
hump nose; 2 of saddle nose in which autogenous 
costal cartilage was used; 1 of large nose; 1 of 
prominent tip; 1 of deviated nose; and 1 of com- 
bined deformity. The preparation, anesthesia, 
and technique of the procedures are well de- 
scribed. Loza concludes that careless treatment of 
the periosteum and perichondrium is the cause of 
intense reactions which jeopardize the final 
esthetic result. 

Straatsma (62, 63, 65) believes that, for 
successful reparative work on the nose, certain 
standard procedures must be followed. He states 
that small saddle noses can be corrected by shift- 
ing the tissues present, while for larger defects 
costal cartilage transplants are necessary. Foreign 
bodies, especially paraffin, are to be condemned. 

It is almost impossible to repair losses of the 
skin or soft tissues by undermining and stretching. 

For tip losses the tube-pedicle graft has proved 
most satisfactory. For complete loss of the nose 
the method of Blair—the use of a forehead flap— 
is best. 

For the repair of a luetic nose in which there has 
been a wide loss of the lining, a tubed flap from 
the arm supplies both the lining and the covering. 

Straatsma uses the dermal graft in the repair of 
small saddle defects of the nose. This graft is de- 
epithelialized derma and is prepared by shaving 
off and discarding the top layers of the skin. The 
basal layers are used as a subcutaneous graft. 
This type of graft was first introduced by von 
Eitner, and was called to Straatsma’s attention at 
the clinic of Blair. 

Maliniak (43) reports 2 cases of his correction 
of limited depressions of the nose and shows the 
procedure by diagrams. His method consists in 
the endonasal transposition of the lateral car- 
tilages together with the subcutaneous tissue and 
their implantation into the dorsal depression. 

Free cartilaginous grafts are unnecessary, and 
the frequently deformed lateral cartilages are 
corrected. 

Mootnick (49) states that autoplastic costal 
cartilage is the best material from the standpoint 
of ultimate healing and organization. 

The perichondrium must be left always on one 
side of the rib. Curling of the cartilage toward the 
perichondrium is due mainly to faulty technique. 

In the use of a bone implant it is absolutely 
necessary to include the periosteum. When in- 
fection occurs, a bone implant will surely be ex- 
pelled whereas cartilage or ivory still may remain 
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in situ if the proper postoperative treatment is 
given. 

The use of paraffin did not prove successful and 
has now been abandoned. Gold and celluloid 
have been employed successfully by some sur- 
geons; though they act as distinct foreign body 
irritants. Walrus tusk and vegetable ivory and 
other imitations of ivory are not tolerated by the 
body tissues, and should not be used. 

Next to cartilage, ivory obtained from ele- 
phant’s tusk is most suitable. Mootnick de- 
scribes the operation and the handling of the ivory, 
and includes in his article the photographs of 4 
patients for whom ivory was used. He does not 
state how long the transplants have been in place. 

Israel (32) classifies and shows by illustration 
6 types of external deformity. As a transplant for 
the correction of a depressed bridge, rib cartilage 
has given him the best results. 

The intranasal approach, or incision, should be 
selected because it avoids the formation of an 
unsightly scar. 

Eitner (21) finds the correction for minor form 
changes of the tip of the nose very difficult. For 
cases of projecting nose tip he recommends 
raising of the nasal bridge and septum and the 
insertion of ivory. 

Halla (27) reports success from Hollander’s 
method of injecting fat for the correction of saddle 
nose. Either animal or vegetable fat can be used. 
The fat changes to soap, and the tissue becomes 
inflamed. The fat is absorbed, but the auto- 
plastic effect is not disturbed. Fat injection is not 
to be confused with the injection of paraffin. 

Forero (22) illustrates his methods of correcting 
deflected, depressed, and humped nasal bridges, 
deflection of the lower end of the septal cartilage, 
and separated saddle cartilages. 

Wodak (6g) lists 8 errors in the form of the tip 
of the nose and gives his method of correction, 
which includes the use of ivory transplants. 

In a review of Sanvenero-Rosselli’s “Plastic 
Surgery of the Nose” (58), Tanturri states that 
the book is based on the author’s personal ex- 
perience, and that the results of the operations are 
well shown by photographs. 

Clery (16) has given an interesting history of 
the development of rhinoplastic surgery. 


EYE 


Blair (3) gives illustrations of 17 cases of 
various lesions or methods of repair of defects of 
the lids. Full-thickness grafts for lids are pref- 
erably taken from behind the ear rather than 
from an upper lid. The technique of grafting 
ectropion of both lids at one time and the com- 
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bination of a “stent” graft for a lower lid with a 
wider application of the graft down over the 
cheek are shown. For certain cases of paralysis of 
the face with sagging of the lid live autogenous 
fascial strips are recommended. Photographs of 2 
patients for whom such strips were used are 
shown. Fracture of the orbital border may result 
in depression of the entire bony floor with con- 
sequent diplopia. This should be corrected early, 
not only on account of the external appearance, 
but also because of the associated disturbance of 
ocular function. Blair’s method of elevating the 
bone from within the antrum is described, and 
roentgenograms of a patient showing the dis- 
placed bone and its elevation and fixation by an 
iodoform pack in the antrum are presented. 

Blair, Brown, and Hamm (6) state that correc- 
tive surgery about the inner canthus is more 
complex than corrective surgery in any other part 
of the ocular appendages. If the inner canthus is 
greatly displaced, its correct replacement may be 
extremely difficult. Trauma accounts for most of 
the displacements, but there is nearly always a 
deformity of this region in persons with congenital 
deformity or absence of the nose. Poorly executed 
plastic operations, paraffin injections, and neo- 
plasms account for loss of tissue in many cases. 
Descriptions or diagrams of operations are shown. 

Blair, Brown, and Hamm (7) have described 
with diagrams of the operation and photographs 
of the patients the procedures they use for the 
correction of ptosis and epicanthus. For ptosis, a 
live autogenous strip of fascia lata is employed 
in the form of a loop which is anchored above to 
the frontalis muscle and below to the edge of the 
tarsal plate. In epicanthus, which is due to a 
congenital or acquired vertical shortness of the 
soft tissues, a plica is formed that gives an appar- 
ent horizontal redundancy. In the correction, 
flaps are fashioned from this apparent redundancy. 
It will then be found that there is never a real 
excess of tissue, and that in some of the cases of 
acquired deformity the addition of more skin in 
the form of a graft may be necessary. 

In another article (11), Blair, Brown, and 
Hamm show by illustrations and report their 
treatment of 2 lesions not included in the articles 
cited above (6, 7). Hamangiomata of the face 
involving the eyelids are thought to be best con- 
trolled by the implantation of gold radon seeds. 
Seeds of small content have been implanted 
directly in the lid without known damage to the 
eye. Because of the possible rapid destruction of 
tissue by these growths, very early treatment is 
recommended. The correction of ocular hyper- 
telorism or, better, the operative attempt to make 
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the excessive distance between the eyes less 
noticeable is briefly described, and the photograph 
of a patient subjected to such an operation jis 
shown. 

Kilner (35) reports 9 cases of ocular lesions with 
photographic records. The operations included 
the reconstruction of a contracted socket with 
Thiersch grafts to permit the insertion of an 
artificial eye of normal size; the use of Thiersch 
grafts for the correction of ectropions due (vo 
lupus, burns, congenital deficiency of the palpebra! 
skin, and loss of bony support due to extensive 
infra-orbital necrosis; and the correction of 
marked depression of the orbit with diplopia by 
means of fat transplants and elevation of the lis 
by the excision of skin within the hairline. Six 
other cases are cited. Kilner states that the 
Blaskovic technique of shortening the levator is 
used for ptosis and the procedure described by 
Blair, the use of slings of autogenous live fascia! 
strips, is employed for facial paralysis. 

Spaeth (61) states that the most difficult part 
of plastic surgery is the careful planning necessary 
for success. 

Living tissue grafts as well as formalize: 
cartilage are considered. Although Spaeth has 
repeatedly obtained good results from isografts of 
cartilage he has never had any success with 
isografts of skin. Epithelium must not be grafted 
upon the bulbar conjunctiva as the natural 
desquamations which form may cause a chronic 
mechanical conjunctivitis. Naturally, this does 
not apply if the eye is lost as an organ of vision. 

In the correction of an ectropion, the scar is 
resected, the lid margins are sutured together, and 
the graft is laid in one piece over the defects. The 
intermarginal adhesions are left in position for 
from three months to a year while massage is 
applied to the reconstructed lids to prevent 
further cicatricial contraction. The correction of 
an ectropion of one lid alone is best carried out 
by the Gillies inlay method. 

Drooping of the outer canthal angle is easily 
corrected by a small finger-like flap. In the 
slighter degrees of drooping Spaeth’s modification 
of the classical Fuchs tarsorrhaphy gives goo: 
results. In epicanthus, 2 flaps are outlined from 
the outer surface of the epicanthal fold. One flap 
is then placed in the lower lid and the other in the 
upper lid, as is done most successfully by Blair. 

Eyebrows may be replaced by a pedicled flap or 
a free skin graft from the opposite eyebrow, 
pedicled flap over the hair line, or, best of all, « 
graft from the scalp. Eyelashes may be replace:! 
by free skin grafts from the lower edge of the 
eyebrow. 
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Buried white silk sutures have been repeatedly 
used for the correction of ptosis, for lagophthalmos 
and for old facial paralysis with obliquity of the 
palpebral fissure. 

Marquez (45) reports a case of blepharoplasty 
and presents a photograph of the final result. The 
original lesion is not shown, but is described as 
being a carcinoma, the size of a hazelnut, situated 
on the outer half of the lower lid. 

Following complete excision, a flap taken from 
the rest of the lid and a part of the cheek over the 
zygoma was switched across the defect. 

Marquez says that he reports this case only to 
raise publicly the question of priority of this 
variety of blepharoplasty. It is certain to him 
and others that the operation was first described 
by Diego de Argumosa in 1833 rather than by 
Dieffenbach in 1835. 


LIPS 


Martin (46) describes a method of constructing 
an entire new lower lip and chin, a modification of 
an operation first described by Bernard in 1853. 
It is not justified in the presence of large, multiple, 
or bilateral metastases. No extensive neck 
dissections can be carried out during the procedure. 

A full-thickness block of lip is excised, the 
incision being kept at least 1 cm. clear of in- 
volvement on each side. Incisions are then made 
back along the lower border of the mandible and 
through the mucosa in the buccal fornix, and the 
lateral flaps reflected from the bone. To allow 
the flaps to be shifted toward the midline, 
triangles are excised from above and lateral to the 
angle of the mouth on both sides. The mucosa of 
the flaps is saved to be turned out to form a part 
of the new vermilion border. Closure is made 
under the mandible by drawing the flaps toward 
the midline, throughout the new buccal fornix, up 
the midline, and up on both sides above the angles 
of the mouth. 

In complete resection of the lip, repair is made 
by turning down 2 Estlander flaps and uniting 
them in the midline. As this causes the mouth to 
become quite narrow a later plastic operation 
must be done to widen it. 

In Perpifia’s (54) method, total excision of the 
lip and most of the chin is done and the mucosa 
then undermined and drawn together in midline. 
The remaining skin of the chin is undermined and 
pulled up and triangles are removed from each 
side. The new skin border is sutured to the 
mucosa and the triangular skin excisions are 
closed. 

For the correction of large defects of the lower 
lip, Parin (53) turns a skin flap from the chin in- 
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ward to form the inner side of the lower lip. A 
skin flap from the abdomen, first implanted on 
forearm, is carried up and attached to cover the 
defect and also the newly made chin defect. 

Hutton (30) reports a case of complete upper 
lip reconstruction with the use of a scalp flap and 
Thiersch grafts with mucous membrane for lining. 
Originally, lining had been attempted with non- 
hair-bearing skin brought up on a flap from the 
chest, but this was not successful. 

For lip and face reconstructions in women, 
scalp flaps are not utilizable. Blair, Brown, and 
Hamm (6g) illustrate the use of a single-pedicled— 
non-tubed—forehead flap in the case of a patient 
whose lip was removed because of an old de- 
generating X-ray keratosis. 

Blair, Brown, and Hamm (10) show their 
method of switching vermilion-bordered lip flaps 
from the upper to the lower lip, and of totally 
reconstructing the lower lip in the case of a man 
by the use of a double-pedicled scalp flap. 


FACIAL PARALYSIS 


In discussing the operative treatment of facial 
palsy, Ballance and Duel (1) state that the 
functional result of direct nerve suture or 
anastomosis is never perfect. 

First, a radical mastoid operation is done. 
Then, with extreme care, the outer wall of the 
aqueduct is removed up to the region of the 
geniculate ganglion. The fibrous sheath is 
opened. The nerve is not transplanted outside 
the canal. The damaged ends are cut away, and 
the gap is filled with a graft taken from the ex- 
ternal respiratory nerve of Bell. Any nerve, 
sensor or motor, may be used so long as it is of 
suitable size. It is seldom that the gap is more 
than 5 mm. long. Gold leaf or platinum foil is 
placed over the graft and a flap of temporal 
muscle is brought down to fill the mastoid cavity. 

With regard to the choice of the time to operate, 
Ballance and Duel state that no delay is justifiable. 
In all early cases of mastoid involvement, in- 
flammatory or caused by direct injury, operation 
should be done immediately; the sooner it is done, 
the easier it will be, the less the damage to the 
nerve, and the better the condition of the muscles. 
Suppuration is not an indication for postpone- 
ment of the operation on the nerve. 

Proctocols of experiments are given with com- 
ments and the findings of final examinations, 
clinical and physiological. The result obtained in 
a case of facial paralysis in an eight-months-old 
baby is shown by a photograph. No mention is 
made of mechanical support of the face in cases of 
division of the peripheral branches of the nerve 
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in which intratemporal anastomosis would not 
be of advantage. 

The practical outcome of the work of Ballance 
and Duel (19), so far as it is of interest to otol- 
ogists, is the fact that the experiments led them 
to deprecate anastomosis of the facial nerve with 
one of the adjacent nerves in the neck for the 
restoration of lost facial function and to advise, in 
place of this method, the employment of an auto- 
plastic graft to bridge the gap from the proximal 
to the distal segment caused by injury or disease. 

Twelve patients and the results of operation in 
the cases of 4 of them are shown by photographs. 
In many instances it is too early to predict how 
complete the recovery will be. The cases are 
recorded to show the variety and extent of injury. 
The final outcome will be reported later. 

The area of destruction of the nerve varied in 
length from 15 to 40 mm. 

It seems certain that even most careful ob- 
servation of the face by the anesthetist during the 
operation for sudden spasm of the muscles as an 
indication of injury of the nerve is unreliable. 
Trauma severe enough to cause facial palsy may 
be inflicted without any observed spasm, and 
while spasm may be informative at times when it 
is seen positively, lack of such observation is not 
an accurate means of knowing whether, when, or 
how extensive an injury to the facial nerve may 
have occurred. 

These experiences point conclusively also to the 
advisability of uncovering the nerve at once 
whenever facial palsy immediately follows an 
operation on the mastoid, in order to determine 
the extent of the damage. The rewards of such 
action are manifest. Compression or slight in- 
juries may then be remedied by decompression 
with assurance that complete or nearly complete 
recovery will be obtained in many cases, whereas 
long delay will often result most unsatisfactorily. 

In addition to such an occasional case, there 
will be many cases in which prompt inspection 
will disclose the fact that the accident has 
destroyed or damaged a longer segment of nerve. 
Immediate operation will permit decompression 
of the nerve above or below the point of injury in 
time to avert the dire consequences of prolonged 
inflammatory compression. A suitable graft may 
be introduced to replace the damaged segment at 
once. As there can be only slight atrophy of the 
muscles from non-use, a quick and more perfect 
recovery is assured. 

Ballance and Duel definitely demonstrated, in 
their animal experiments, that any autoplastic 
nerve graft, either motor or sensory and with the 
direction of the proximal and distal ends either 
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maintained or reversed, will successfully bridge 
the gap and restore the function of a divided 
facial nerve. 

Whereas the external respiratory nerve of Bel! 
was originally advocated as the source of the 
graft, Duel lists several reasons why an inter- 
costal nerve is the more practical. 

Delay in operating may make all the difference 
between success and failure. 

Operating in a suppurating field demands grea 
subsequent care to prevent necrosis of the gra/t 
until it is protected by healthy granulations. 

Simple and exact rules for the care and dressing 
of the area are given. 

Sheehan (59) reports the correction of a case of 
unilateral facial paralysis. First, fascial slings 
were put in to correct the distortion about the 
mouth mechanically. Then, the muscles about 
the orbit were re-animated by switching flaps «i 
the temporal muscle into the orbicularis and a 
third flap of the temporal into the frontalis, 
together with a flap from the opposite active 
frontalis. In the third stage the inequality duc 
to atrophy was corrected by the insertion o/ 
dermoepidermic (dermal) grafts to raise the 
general skin level. Finally, several minor post- 
operative adjustments were made. 


MISCELLANEOUS 


Sheehan (60) describes the successful treatment 
of a keloid on the back of a negro’s neck. Th 
area was excised and a tube of radium emanations 
was placed in the wound for from two to three 
hours before the wound was closed. 

In a general discussion of full-thickness grafts, 
Padgett (51) reports their use for contractures 
about the neck, portwine stains of the cheeks, 
rhinophyma, and the replacement of eyebrow: 

Havens (28) suggests placing 2 grafts under 
pedicled grafts, with one raw surface out to line 
the flap itself and one down on the base so that it 
may be well along toward healing when the ilap 
is used. 

In a report of the care of burns and the repair 
of their defects Blair, Brown, and Hamm (5) 
illustrate the complete restoration of the contour 
of the neck and lower part of the face by the use 
of full-thickness grafts. 

Blair (4) summarizes briefly the genera| 
principles in 9 types of surface repair. 

Iglauer (31) gives the details of the use o/ 
“negocoll” and “hominit” in plastic surgery. 

Straatsma (64) reports with illustrations a case 
of deformity of the jaw in which contour was 
corrected with a dermal graft; a case in which « 
rib-cartilage transplant was used to build out « 
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chin; and a case in which a deticiency of the lower 
lip was corrected with a pedicled graft from the 
neck. 

Rush and Rush (57) describe their method of 
making plaster casts for study in reparative 
surgery. 

Straith (66) emphasizes the psychological 
aspects of plastic surgery and presents photo- 
graphs of patients with deformity of the nose, 
chin, eye sockets, ears, and face. 

Maliniak (44) summarizes his ideas of the 
indications for the surgical restoration of the aged 
face. The general principles of surgical correction 
of the aged face and neck include the removal of 
the redundant skin after its wide undermining 
through a periauricular incision which is easy to 
conceal. The atonic muscles are raised by sub- 
cutaneous loops of fascia or chromic catgut. The 
redundant skin of the eyelids is removed by means 
of incisions placed in the natural fold of the upper 
eyelid and under the ciliary border of the lower 
eyelid. 

Dartigues (17) deals at some length with the 
present status of plastic and esthetic surgery and 
concludes that it is necessary for this type of work 
to arrive at an absolute equality with other 
branches of medicine and surgery. 

Claoue (15) defends the position of «esthetic 
surgery mainly by photographs of patients before 
and after operation for hump nose, depressed 

asal bridge, redundant skin of the lids and face, 
vtosis of the breasts, and ptosis of the abdominal 
wall. 

Fruehwald’s (23) book illustrates his methods in 
cosmetic surgery of the nose and ear and in the 
removal of wrinkles and folds from the face. 
Mo “before and after’ photographs are shown 
because, in Fruehwald’s opinion, such photo- 
graphs are of no particular value to the reader. 

Eckstein (20) demonstrates good results from 
the use of hard paraffin and claims that this 
method proved trustworthy in 1,000 cases. 
Hospitalization is not necessary, and there is 
very little discomfort. The dangers of using soft 
paraffin are cited. 

Kazanjian (34) has given a concise outline of 
his work on prosthesis of the mouth and jaws. 
The descriptions and illustrations make this a 
valuable reference paper. In the same article 
Rowe and Young discuss simple and cleft-palate 
prosthesis. 

Kazanjian (33) reports, with photographs of 
the patients, 5 cases in which a double resection 
of the mandible was done. The results are ex- 
cellent in all, but 1 of the patients is still under 
treatment. 


On the study models the location of the 
operation was determined as about the mandibu- 
lar first molar region. 

In addition to the preliminary work with 
models, specific mandibular teeth are removed at 
least a month before the operation. If this step is 
left until a later date, the healing process will 
undoubtedly be considerably delayed. The next 
step is the construction of splints. 

An incision about 1 in. long was made along the 
lower borders of the mandible. The bone was ex- 
posed and separated from its periosteum on the 
buccal as well as the lingual side. The operative 
exposure was extended to the buccal cavity, and 
sectioning of the bone was done with a Gigli saw. 
Tn order to have good control of the direction of 
the saw, a curved serrated hemostat bent 
approximately to the contour of the mandible 
was clamped to the bone and the Gigli saw was 
introduced distally to the clamp. As one line was 
cut, the clamp was shifted forward according to 


. the measurements and the sectioning repeated. 


As soon as the sectioning had been completed, 
the hooked wire of the splint was introduced and 
the parts were fastened together. In addition, 
intermaxillary elastics were applied to the 
maxillary and mandibular splints. Wire suturing 
at the lower border of the mandible was discarded 
as it seemed unnecessary and undoubtedly caused 
irritation. 

During the healing of the bone it was necessary 
from time to time to make adjustments of the 
splint in order to improve the occlusion of the 
teeth. 

One of the arguments advanced against this 
type of operation is that sound teeth are sacrificed. 
This, of course, is apparent. However, the 
majority of the patients have previously lost some 
molars. Another argument presented against the 
operation is that the exposure of the oral cavity 
invites infection. Judging from the cases operated 
on and from clinical observations in cases of 
compound fracture, this possibility need not be 
considered a contra-indication. 

Operations about the jaws, mouth, and face 
may frequently be carried out under anesthesia 
produced by blocking the second and_ third 
divisions of the fifth nerve deep in at their exits 
from the cranial cavity. For some procedures this 
anesthesia may be the one of choice, and a wide 
range of usefulness is summarized by Brown (12). 

The technique of the injection is not difficult, 
but the injection of novocain is not comparable 
to the injection of alcohol for neuralgia. 

The lower border of the zygoma is determined 
first and then the site of the condyle is ascertained 
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by having the patient open or protrude the lower 
jaw. The condyle is nearly always felt definitely 
as it slides forward on the articular tubercle 
(eminence). The point of insertion of the needle 
is from 2 to 2.5 cm. in front of the tragus just 
below the lower border of the zygoma. From here 
it passes between the coronoid process and the 
condyle of the lower jaw (sigmoid fossa) and just 
anterior to the articular tubercle. 

On its course inward to the pterygoid plate the 
needle passes through the parotid gland and the 
masseter, temporal, and external pterygoid 
muscles. It may encounter also the transverse 
facial, internal maxillary, middle meningeal, and 
masseteric arteries. 

After gently striking the pterygoid plate, the 
point of the needle is carried up, by short with- 
drawals and re-insertions, to the undersurface of 
the great wing of the sphenoid, which is about at 
a right angle to the pterygoid plate. From this 
stage of the procedure the undersurface of the 
greater wing is equally important as a landmark 
as the pterygoid plate itself. 

To inject the third division of the nerve the 
needle is carried backward by short withdrawals 
and re-insertions against the pterygoid plate and 
being held up against the sphenoid wing. When 
the posterior border of the plate is reached, the 
needle slips off and the patient usually experiences 
momentary severe pain. At this point the fluid is 
injected. 

To inject the second division of the nerve the 
needle is carried forward and the fluid is deposited 
in the sphenomaxillary fossa. 

Pain and discomfort following the injection are 
rare. Patients have complained very little, and 
the average discomfort is less than that following 
the average peripheral injection. Stiffness of the 
jaws might be expected, especially if much 
hemorrhage occurred along the tract, but we do 
not believe that persistent stiffness has occurred 
in this series. One patient submitted to the in- 
jection willingly 4 times; another, 3 times; and 2 
patients twice each. 

Among the conditions and operations for which 
this type of anzsthesia may be used are: car- 
cinoma of the antrum; carcinoma of the face; 
carcinoma of the lip, including cases in which 
switching of vermilion-bordered lip flaps is done; 
carcinoma of the buccal mucosa; block glandular 
dissections; tumors of the upper and lower jaws; 
open reductions and simple reductions with inter- 
dental wiring of fractures of the upper and lower 
jaws; bone grafting for non-union of fracture 
of the jaw; double osteotomy for deformity of the 
lower jaw; drainage and osteotomies for osteo- 
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myelities of the jaws; radical resection for 
ankylosis of the jaw; osteotomies and _ plastic 
operations on the face for the secondary repair of 
extensive face injury; extractions of teeth (im- 
pacted and infected); exploration for a broken 
hypodermic needle; secondary repair in cases of 
carcinoma of the lip; harelip; the removal of a 
bullet from the antrum; and parotid tumors. 

In 11 cases tracheotomy was probably avoide:| 
by the use of this anesthesia. 
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Cohen, I.: Osteomyelitis of the Skull. Ann. Surg., 
1933, XCVll, 733- 

The symptoms of osteomyelitis of the skull are 
largely those of its complications. In the primary 
cases the condition is associated with malaise, local 
pain, and fever. In the secondary cases the onset is 
often overshadowed by the picture of the nasal sinus 
involvement. When the sinus involvement is cared 
for and there are no other complications, high fever 
is not the rule even when the extension of the osteo- 
myelitis is relatively widespread. The abscess of the 
scalp marking the site of an extension makes its ap- 
pearance insidiously. It lacks heat and may not be 
particularly tender. Prior to its appearance, the pa- 
tient often complains of generalized headache. As 
extensions of the disease take place without general 
manifestations and without subjective symptoms, 
they must be watched for constantly. This applies 
also to intracranial complications. For a time, head- 
ache and lassitude may be the only signs of a brain 
abscess. 

The usual roentgen picture is that of a ‘‘moth- 


eaten” bone. Areas of rarefaction may be separated 
by several centimeters of normal appearing bone. 
™n the absence of brain complications, the course 
of the disease is long drawn out. 
SAMUEL Kaun, M.D. 


EYE 


Verhoeff, F. H., and King, M. J.: Leptotrichosis 
Conjunctive (Parinaud’s Conjunctivitis): Ar- 
tificial Cultivation of the Leptotriches in Three 
of Four Cases. Arch. Ophih., 1933, ix, 701. - 


The authors define Parinaud’s conjunctivitis as 
a Clinical and histological entity due to infection of 
the conjunctiva with a leptothrix and associated 
enlargement of the pre-auricular 
gland. 

In three of four recent cases they succeeded in 
obtaining the infecting organism in pure culture on 
artificial media. In each of these cases the clinical 
and histological features were typical and the organ- 
isms were demonstrated in the tissues by special 
staining methods. For the first growths, special 
media and conditions of partial oxygen tension were 
required, but when once obtained the organisms 
grew fairly well on ordinary media. 

In rabbits and guinea pigs, inoculations of the 
organisms into the conjunctiva produced lesions 
clinically and histologically similar to those of the 
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disease in human beings, but the lesions quickly 
disappeared and were not associated with enlarge- 
ment of the regional lymph glands. The one at- 
tempt made to recover the organisms from an 
experimental lesion was successful. 

Lestre L. McCoy, M.D. 


Lacarrére, J. L.: Our Technique of Operating on 
Cataract by (Nuestra tév- 
nica operatoria de la catarata por “electrodia{a- 
quia”). Arch. Fac. de med. de Zaragoza, 1932, i, 533. 


Following a review of various techniques for the 
removal of the crystalline lens with pincers, needles, 
or hooks, the author describes a new method which 
is carried out by means of electricity and is called 
“electrodiaphakia.”” This method is defined as an 
electropenetration and separation of the lens. An 
electrical bistoury is used with the ordinary dia- 
thermy apparatus. The advantages of the procedure 
are that penetration of the lens can be secured with- 
out pressure and with resulting strong adherence, 
and there is little or no injury to the surrounding 
parts. The high-frequency apparatus allows the 
operator to know the exact intensity of the current 
used at the moment the circuit is closed. The in- 
tensity of the current must be sufficient to cause im- 
mediate adherence of the cataract; otherwise the 
operation is difficult and hazardous. The optimum 
current is maintained by a control which can be sect 
at the point necessary to produce immediate coagu- 
lation. This point has been determined by experi- 
ments on animals. The technique and apparatus are 
described in detail and shown by illustrations. 

A. E. Tart, M.D. 


King, E. F.: A Series of Thirty-One Cases of 
Retinal Detachment Treated by Diathermy. 
Brit. J. Ophth., 1933, xvii, 287. 


The Gonin operation for retinal detachment was 
first performed at Moorfields Eye Hospital in 1920. 
An analysis of the results by Shapland showed that 
27.5 per cent of the first 200 cases were cured (full 
field and no detachment) at the time the patient lei! 
the hospital. However, in a few of these cases 4 
recurrence developed later, the incidence of cure 
being therefore somewhat reduced. Because of the 
difficulty and necessity of exact localization in the 
Gonin type of procedure, the drastic nature o! 
the operation, and the possibility of complications, 
the Guist operation of multiple trephinings wit) 
chemical cauterizations was introduced. Of the 
first 30 cases treated by the Guist operation, a cure 
was obtained in 45 per cent. In the next 42 cases 
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the incidence of favorable results was only 23.8 per 
cent. Technical difficulties in the placing of the 
trephine openings make it doubtful whether the 
Guist operation will ever become popular. 

The use of diathermy in the treatment of retinal 
detachment has been advocated chiefly by Weve 
and Larsson. Weve attempts to seal the hole under 
ophthalmoscopic control with the diathermy needle 
and a unipolar diathermy current of from 40 to 50 
ma. In the series of cases reported by King the 
method of Larsson was used exclusively. In the 
attempt made to produce a diffuse choroiditis with- 
out active interference within the vitreous this is 
analogous to the Guist operation except that the 
agent used is diathermy instead of caustic potash. 
After the usual pre-operative preparation and dis- 
section of the conjunctival flap over the previously 
localized tear, the active electrode (a platinum wire 
1.5 in. long with a 0.66-mm. ball at the end) is 
placed over the area to be treated and the current 
turned on for five seconds. The indifferent electrode 
is bandaged to the arm or leg. The strength of 
current used is that sufficient to give a reading of 
from 0.75 to 1 ampere when the active and indiffer- 
ent electrodes are held together. These applications 
are repeated over the area of dry sclera to be treated 
with an area of about 1.5 mm. between them. 

Of the 31 cases treated at Moorfields by this 
method, 18 (58.06 per cent) were cured. No selec- 
tion was made. The figures are comparable to those 
of Larsson, who obtained a cure in 50 per cent of 
unselected cases. 

In the author’s opinion the easier technique and 
favorable results of the operation described seem to 
render it preferable to the Gonin and Guist methods. 
As in the other types of operations, the absence of a 
retinal tear and long duration of the detachment 
render the prognosis less favorable. 

Wittiam A. MAnn, Jr., M.D. 


MOUTH 


Veau, V., and Plessier, P.: Treatment of Double 
Harelip (Traitement du_ bec-de-liévre bilatéral 
total). J. de chir., 1932, xl, 321. 


The face in bilateral cleft lip is operated on in a 
stage of evolution and little faults that are apparent 
immediately after operation may become worse as 
times goes on. Therefore methods and results 
should not be reported too early. The technique 
described by the authors in this article is not re- 
ported as final, but is presented now, after six years, 
because others have seen the work and have de- 
scribed it. 

In the closure of a single cleft lip and palate two 
fundamental procedures have been developed: (1) an 

operation for the lip, which is the same for both 
' single and double cleft lips, and (2) an operation 
for the nose, which is the procedure of most im- 
portance in the closure of a double cleft. 

In the first step a flap is turned from the septum 
and the side of the premaxilla, and the anterior 
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two-thirds of the maxillary side of the palate is 
raised completely as a flap with a prolongation 
going clear around the end of the maxilla. Then, by 
completely everting the septal flap and the small 
flap from the anterior end of the maxilla and sutur- 
ing them together, the floor of the nose is constructed 
and lined. The posterior palate flap is swung over 
and anchored with one suture to the everted septal 
flap. 

Next, the same side of the lip is closed by a method 
which includes complete freeing of the alar border 
and a straight-line closure down the lip. The ver- 
milion from the*prolabium is preserved and used 
for lining of the lip, and a small part in the center 
is retained for permanent repair. The lip is firmly 
anchored to the premaxilla by a wire which engages 
the muscle, transfixes the premaxilla, and is fastened 
over a gauze pad on the opposite side. 

After this one-sided operation the premaxilla is, 
of course, drawn far over to the closed side. From 
three to four months later the opposite side is 
closed. This is done in the same way, but a little 
difficulty is experienced because of scarring and 
some change in the incision of the prolabium. 
Again, however, a small part of the prolabium ver- 
milion is preserved as permanent. 

In partial clefts or clefts with a small bridge of 
tissue across them the repair is easier because there 
is apparently more material and the deformity is 
less. The bridges of tissue are opened and the 


repair is done as described for the complete clefts. 
After the closure of both sides the upper lip is well 

protruded because the premaxilla is clear out in 

front of the maxilla. James BARRETT Brown, M.D. 


Arnett, J. H., and Ennis, L. M.: Dental Infection 
and Systemic Disease. A Review of the Litera- 
ture and a Study of 883 College Students, In- 
cluding Complete Dental Roentgen-Ray Ex- 
amination. Am. J. M. Sc., 1933, clxxxv, 777. 


A review of the literature on the relation of dental 
infection to systemic disease is followed by a report 
of complete and careful clinical and roentgen-ray 
examinations of the teeth of a typical group of col- 
lege students. 

Dental caries was found in 83 per cent of the 
students, with an average of three and two-tenths 
carious teeth per person. These figures do not in- 
clude teeth which had been restored with fillings. 
More than one-third of the cavities were disclosed 
by roentgen-ray examination after they had been 
overlooked at previous clinical examination. 

Periapical granuloma was found in 19.8 per cent 
of the students and in 0.8 per cent of all teeth ex- 
amined. In the demonstration of this condition 
also roentgen-ray examination was more eflicient 
than clinical examination. Rheumatism, chorea, or 
heart trouble was present in 2.9 per cent of the 
students with granuloma and in 3 per cent of those 
without granuloma. Students without granuloma 
were as frequently underweight as those with 
granuloma. Albuminuria was more common in the 
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cases of those with granuloma. Electrocardiographs 
of 160 women showed a normal tracing more fre- 
quently in cases in which granuloma was present 
than in cases in which dental infection was absent. 

In conclusion the authors call attention to the 
fact that these studies were made on youthful 
persons, and that many of the diseases attributed 
to dental infection are found most often in persons 
past thirty-five years of age in whom dental in- 
fection may have been present over a longer period. 
The investigation shows the value of complete 
roentgen-ray examinations and the prevalence of 
dental caries among the youth of America. 

CHARLES W. FREEMAN, D.D.S. 


NECK 


Harrington, C. R., Gardiner-Hill, H., and Dunhill, 
T. P.: Discussion on the Use of Iodine Com- 
pounds in the Treatment of Thyroid Disease. 
Proc. Roy. Soc. Med., Lond., 1933, xxvi, 870. 


HARRINGTON stated that the widely divergent 
views on the use of iodine in disorders of the thyroid 
warrant a consideration of the factors responsible 
for the development of this form of treatment. He 
cited the administration of burnt sponge, the later 
use of iodine as advised by Coindet, and the method 
of iodine therapy advocated by Plummer which is 
generally accepted. 

GARDINER-HILL, in discussing the clinical aspects 
of the administration of iodine in thyroid disease, 
stated that no improvement was noted in hypo- 
thyroid states. Iodine appears to have little or no 
therapeutic effect on the nodular gland, but nearly 
all authorities agree that in regions where goiter is 
endemic iodine prophylaxis is invaluable. The 
majority of physicians agree that iodine produces 
striking immediate improvement in Graves’ disease. 
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As a rule marked subjective and objective improve 
ment is noted during the first fortnight after the 
institution of the treatment. The gland hardens, 
its vascularity is considerably diminished, and 
histological sections at this stage show a return of 
colloid in the vesicles. This reaction should be 
taken advantage of in the preparation of the 
patient for operation. Cases of nodular goiter 
treated with iodine apparently run a less toxic 
course than those not so treated. After thyroidec- 
tomy any thyroid tissue remaining tends to hyper- 
trophy so that periodical doses of X-ray irradiation 
give more satisfactory results. 

DUNHILL stated that iodine has a definite valuc 
in the treatment of thyroid disease, but the amount 
given should be less in cases of nodular goiter than in 
cases of primarily toxic goiter. He believes that the 
iodine required depends upon the amount and 
condition of the functioning thyroid epithelium. 

M. HerBert BARKER, M.D. 


Maxwell, J., and Hogg, J. C.: The Incidence of 
Laryngeal Cancer. Lancet, 1933, CCxxiv, 1064. 


The author presents statistics from the Registrar- 
General’s annual report regarding cancer of the 
larynx, tongue, and cesophagus during a twenty-yeir 
period. The incidence of cancer of the oesophagus 
has shown no change in relation to cancer in general, 
and the incidence of cancer of the tongue has de- 
creased. On the other hand, the incidence of cancer 
of the larynx has increased from 1.29 to 1.92 per 
cent. It is therefore possible that the incidence o/ 
cancer of the lower part of the respiratory tract has 
also increased, particularly if the inhalation of ir 
ritants is a factor in the origin of malignancy in the 
respiratory system. The statistics show no gross 
variation in the yearly incidence. 

E. S. Pratt, M.D. 


SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Valdoni, P.: The Use of Low Pressure and the In- 
halation of Carbon Dioxide in Indirect Hamo- 
stasis in Craniocerebral Surgery (L’impiego 
dell’ipopressione e delle inalazioni di anidride car- 
bonica nell’emostasi indiretta in chirurgia cranio- 
cerebrale). Clin. chir., 1933, ix, 373. 


Valdoni studied experimentally the effect of the 
inhalation of air under low atmospheric pressure 
and of carbon dioxide on the venous and arterial 
pressure and hemorrhage during craniocerebral 
operations. He reports two clinical cases which 
confirmed his experimental observations. He ob- 
served that the inhalation of air under such con- 
ditions causes a decrease in the negative intra- 
pleural pressure and a lowering of the arterial and 
venous pressures. The decrease in the venous 
pressure is a direct result of the lowering of the intra- 
pleural tension, since the low intrapleural pressure 
leads to a decrease in the pressure in the large 
venous trunks of the neck and in the adjoining 
veins, particularly the cerebral veins. In this way 
venous hemorrhage during craniocerebral operation 
is reduced. 

In a case in which a cranial operation was per- 
formed with the patient breathing rarefied air, the 
venous hemorrhage was diminished, but the method 
was disadvantageous as the respirations were slow, 
deep, and labored and the arterial pressure was re- 
duced. 

The inhalation of carbon dioxide caused a lower- 
ing of the intrapleural pressure which was less 
marked than that produced by rarefied air. The 
venous pressure was reduced, but the arterial pres- 
sure was practically unchanged. ‘The respiration 
was deeper and somewhat more rapid. 

When carbon dioxide was administered during the 
excision of a temporal lobe tumor, there was a re- 
duction of the venous hemorrhage without an 
appreciable increase in the arterial pressure and 
without respiratory difficulty. 

Prrer A. Rost, M.D. 


Frazier, C. H., and Alpers, B. J.:: Meningeal Fibro- 
blastomata of the Cerebrum. A Clinicopatho- 
logical Analysis of Seventy-Five Cases. Arch. 
Neurol. & Psychial., 1933, XXix, 935. 


Of the seventy-five cases of meningeal fibroblas- 
tomata reviewed by the authors, the tumor was 
located in the frontal area of the brain in twenty- 
two, in the precentral area in eighteen, and in the 
parietal area in eighteen. 

Such tumors of the frontal region are apt to reach 
a large size without causing definite localizing symp- 
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toms. The only constant finding is increased intra- 
cranial pressure with its usual train of symptoms. 
In the cases reviewed mental changes due to frontal 
tumors were not infrequent. As only one gumma of 
the brain was found at operation in a period of more 
than thirty years, operation was never withheld in 
the presence of a positive blood or spinal fluid Was- 
sermann reaction when definite symptoms of tumor 
were apparent. Frontal tumors are apt to cause 
neighborhood symptoms because of encroachment 
on other areas. 

In the cases of tumor in the precentral area there 
was evidence of subjective or objective weakness. 
Jacksonian convulsions with an associated mono- 
plegia or hemiplegia in a case with increased intra- 
cranial pressure in the absence of cuts in the visual 
field probably indicate a tumor involving the pre- 
central gyrus. 

The localization of temporal fibroblastomata, 
especially on the right side, may be almost impos- 
sible, even when the patient has all of the signs and 
symptoms of increased intracranial pressure. Hy- 
perostosis of the skull is relatively frequent in this 
situation. When there is a cut in the visual field 
the differentiation of tumors of the temporal and 
occipital lobes is aided by the fact that in cases of 
tumor of the occipital lobe central vision is always 
preserved, whereas in cases of tumor of the temporal 
lobe it may be lost. In the presence of a homony- 
mous hemianopsia with weakness and aphasia of a 
motor or auditory type, the diagnosis cannot be 
questioned. 

Of the cases reviewed, the parietal lobe was in- 
volved in only eight. Loss of stereognostic sense 
was a sign of great importance. The intracranial 
pressure may be very high or very low. The tumors 
frequently give rise to motor symptoms because of 
their encroachment on the adjacent areas. 

In the nine cases of occipital lobe tumors localiza- 
tion was nearly impossible except when field defects 
were present. The nature of the tield defects de- 
pends on the position of the tumor. A tumor grow- 
ing mesially and low down in the occipital region so 
that it soon compresses or invades the striate area 
produces a distinct hemianopsia from the onset, 
whereas a tumor which compresses the occipital 
lobe on its lateral aspect is prone to cause a field 
defect that is more irregular. Besides field defects, 
tumors in this region may give rise to cerebellar 
symptoms due to pressure through the tentorium. 

To explain the preponderance of tumors in the 
anterior portion of the brain an increased number 
of arachnoid villi may be hypothecated but this has 
not yet been proved. Arachnoid villi are frequently 
found in the midline, and many of them are adherent 
to the falx. 
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Grossly, the tumors look much alike. They have 
a thin fibrous enveloping capsule. They are usually 
rounded, but have a lobulated surface. Frequently 
they are cystic, and most of them have a very ade- 
quate blood supply. As a rule they are adherent to 
the dura, but they do not penetrate the underlying 
pia which they push before them. The cut surfaces 
vary greatly, and the microscopic picture may be as 
variable as that of the gliomata. Overlying hyper- 
ostoses are of great aid in the diagnosis. The mode 
of their formation is not definitely understood. 

It is now generally accepted that these tumors are 
derived from the arachnoid. Whether they are 
derived from mesothelial cells or from fibroblasts is a 
matter of dispute. The authors favor calling them 
“meningeal fibroblastomata”’ because they attribute 
them to fibroblasts. Joun W. Epton, M.D. 


Argafiaraz, R., and Sena, J. A.: Orbito-Ocular 
Changes in Fractures of the Skull (Alteraciones 
érbito-oculares in las fracturas craneanas). Semana 
méd., 1933, Xl, 785. 


Orbito-ocular changes are so common and of such 
importance in cases of fracture of the skull that an 
ophthalmoscopic examination should be made in 
every case of head injury. 

The most serious lesions from the standpoint of 
their effect on vision are lesions of the optic nerve 
and the pulsating exophthalmos due to aneurism 
of the carotid artery in the cavernous sinus. 

Fractures of the orbit may be either direct or in- 
direct; that is, they may affect the orbit alone or 
radiate from fractures of the anterior, middle, or 
posterior facial fossa. They are seldom the result 
of bullet wounds of the skull. 

The eye symptoms of skull fractures may be 
classified as follows: 

1. Visual, such as amblyopia and amaurosis due 
to lesions of the optic nerve. 

2. Motor, such as paralysis of the eye muscles 
resulting from injury to the muscles or to the nerves 
supplying them. 

3. Sensory, such as anesthesias, neuralgias, and 
trophic lesions resulting from lesions of the ophthal- 
mic branch of the trigeminal nerve. 

4. Mechanical, such as extravasations of blood 
in the orbit or conjunctiva, enophthalmos, ex- 
ophthalmos, and pulsating exophthalmos. 

The authors are of the opinion that in pulsating 
exophthalmos the aneurism of the internal carotid 
artery is produced by a spicule of bone introduced 
into the cavernous sinus and injuring the wall of 
the artery either momentarily or slowly. 

Knowledge of the anatomy of the optic nerve and 
its canal is necessary for a thorough understanding 
of lesions of the optic nerve and the mechanism by 
which they are produced. Among the mechanisms 
are: 

1. Tearing of the bundles of optic nerve fibers 
by transient or permanent diastasis of bone. 

2. Penetration of the optic nerve by a spicule of 
bone. 


INTERNATIONAL ABSTRACT OF SURGERY 


3. Pressure on the nerve by a fragment of bone. 

4. Pressure on the nerve by hemorrhage result- 
ing from injury to one of its vessels. 

5. Subarachnoid hematoma. 

6. Detachment of the nerve from the eyeball at 
the cribriform foramen. 

The visual symptoms (usually accompanied by 
other symptoms of fracture of the skull) differ with 
the lesion of the nerve. They include: 

1. Immediate and incurable amaurosis due tv 
crushing or tearing of the optic nerve. 

2. Immediate amaurosis due to a hematoma in 
the nerve sheath which is followed by partial re- 
covery. 

3. Early amaurosis which soon disappears be- 
cause of early absorption of a hematoma, but later 
recurs because of a hyperostosis or a scar in the 
meninges which fixes the nerve in the skull. 

When a certain degree of vision remains it is 
usually restricted to a limited area of the fundus. 
Various types of lesions are found in the fundus, 
but are not considered typical. In cases of optic 
nerve lesions the behavior of the pupils is of im- 
portance. 

The prognosis in these cases of optic nerve injury 
is generally poor. It is good in only 25 per cent oi 
the cases, and is fair in another 25 per cent. 

In the presence of injuries to the eyeball the diag- 
nosis is difficult. However, examination of the eye- 
ball, especially of the pupil and fundus, and roent- 
— of the orbit and optic canal are of great 
aid. 

Treatment is very unsatisfactory. Worms has 
recently advised decompressive trephination of the 
optic canal by the orbital route in cases of hxma- 
toma of the nerve sheath. The authors have found 
this procedure harmless, but consider the operative 
field too deep and restricted. However, they are 
of the opinion that it is indicated in cases of neuritis 
due to sinusitis as theoretically it is more satis- 
factory than opening of the sphenoidal sinus. 

The authors report three cases of amaurosis as- 
sociated with fracture of the skull. In two, the in- 
juries were sustained in an automobile accident, 
and in one from a blow over the orbit. In all of the 
cases the trauma was followed by loss of conscious- 
ness, vomiting, other symptoms of fracture of the 
skull, and immediate loss of vision. In one case 
Worms’ decompressive trephination was attempted. 
but was discontinued because the operative fiel:! 
was too limited for safety. In all of the cases roent- 
ae showed the optic canals to be pathologi- 
cal. 

In the first two cases there was complete loss o! 
vision with no improvement. In the third case there 
was pulsating exophthalmos with partial loss of vision 
and symptoms typical of aneurism of the caroti: 
artery in the cavernous sinus. Vision was preserve! 
only in an inferomedial sector. Mitro-aortitis of 
probably luetic origin was found, but the Wasser- 
mann reaction was negative. All of the symptoms 
improved slightly under treatment by rest, periodic 
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compression of the carotid artery in the neck, and 
weekly injections of a sterile solution of 10 per cent 
gelatin. W. H. Martinez, M.D. 


Reichert, F. L.: Tympanic Plexus Neuralgia; True 
Tic Douloureux of the Ear or So-Called Genicu- 
late Ganglion Neuralgia; Cure Effected by 
Intracranial Section of the Glossopharyngeal 
Nerve. J. Am. M. Ass., 1933, C, 1744. 


The author reports in detail a case of partial or 
Jacobson’s plexus tic douloureux of the left glosso- 
pharyngeal nerve. The patient was a woman tele- 
phone operator thirty-one years of age who com- 
plained of severe pain in the left ear. Eleven years 
previously she had been obliged to discontinue the 
use of ear phones for a short time because of pain 
in the same ear. The recent attack began with a 
sensation of drawing and discomfort in the upper 
part of the face on the left side, which gradually ex- 
tended from the cheek to the forehead and occipital 
region. About four months later, after an attack of 
coryza, sharp stabbing pains occurred deep in the 
left external auditory canal. Following injection of 
the sphenopalatine ganglion with procain hydro- 
chloride, the paroxysms of pain were relieved for 
twelve days. At the end of that time the pain re- 
curred and additional injections were without benefit. 
The patient also experienced itching of the upper 
anterior wall of the left auditory meatus, aching 
pains in the left side of the face and nose, eyeball, 
and parieto-occipital area, and sensitiveness in the 
mastoid and pretragal regions. The attacks occurred 
spontaneously. During the paroxysms salivation 
was absent. 

All possible foci of infection were eradicated with- 
out benefit. Injection of the sphenopalatine gan- 
glion and the left sympathetic chain at the seventh 
cervical and the first and second thoracic vertebre 
failed to give relief. 

The pre-operative diagnosis was geniculate gan- 
glion neuralgia or geniculate tic douloureux. 

Under local anesthesia the left seventh, eighth, 
ninth, and tenth nerves were identified by a uni- 
lateral cerebellar approach. Slight manipulation of 
the bundle containing the seventh and eighth nerves 
caused pain in the auditory canal localized to the 
cartilaginous portion of the anterior wall of the 
external auditory meatus. When the ninth nerve was 
touched the patient shrieked with pain. This nerve 
was touched four times and the paroxysmal pain in 
the ear identical with the tic was reproduced each 
time. After section of this nerve the patient fell 
asleep. The tic pain was referred to the bony part 
of the anterior wall of the external auditory canal. 

Four months after the operation the patient still 
remained free from symptoms. Anesthesia of the 
left ear or its external canal could not be demon- 
strated after the operation. Sensation was lost over 
the left soft palate and over the pharyngeal wall 
from 2 cm. within the eustachian tube to the tip of 
the epiglottis and over the posterior third of the 
tongue where taste was also absent. 
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Studies were conducted on the salivary secretion 
in this case, two other cases with intracranial 
division of the ninth nerve, and four cases with 
avulsion of the chorda tympani distal to the facial 
nerve. The author was convinced that the secretory 
fibers of the salivary glands accompany both the 
seventh and the ninth nerves. 

He concludes that there are at least two types of 
neuralgia or tic douloureux of the glossopharyngeal 
nerve. The more commonly described type is char- 
acterized by paroxysmal attacks of lancinating pain 
which usually starts in the tonsillar region or the 
base of the tongue, frequently radiates to the ear, 
and is often accompanied by salivation and induced 
by eating, talking, swallowing, or other movements 
of the pharynx and tongue. The more rare type, 
that in the case reported in this article, isa neuralgia 
of the tympanic branch of the glossopharyngeal 
nerve which in the past has been erroneously re- 
garded as a tic of the sensory filaments of the seventh 
nerve, commonly known as geniculate ganglion 
neuralgia. It is characterized by paroxysms of 
stabbing pain in the external auditory meatus 
which are often associated with other pains in the 
face and postauricular region, but are not induced 
by movements of the tongue or pharynx and are 
not associated with salivation. 

Intracranial division of the glossopharyngeal 
nerve had cured both types. 

ROBERT ZOLLINGER, M.D. 


MISCELLANEOUS 


Leary, T., and Edwards, E. A.: The Subdural Space 
and Its Linings. Arch. Neurol. & Psychiat., 
1933, Xxix, 691. 

The authors carried out a comparative investiga- 
tion of the linings of the serous cavities and the sub- 
dural space. Their interest was aroused when they 
discovered great differences between the functions 
and the reactions of the arachnoid and the dura 
in the study of a group of cases of subdural hemor- 
rhages. 

They removed sheets of the lining layer of cells 
from the surfaces of the various serous cavities. 
This proved to be a very satisfactory and depend- 
able method of studying the cells. They found the 
dura to be unlike the other serous spaces. The 
scrapings from the dura had the microscopic ap- 
pearance of fibroblasts and showed varying degrees 
of fibril formation. Good specimens of the pia- 
arachnoid obtained from the region of the cauda 
equina showed a continuous layer of flattened cells 
with oval vesicular nuclei. The authors believe that 
the origin of the membranes lining: the subdural 
space probably explains the differences in the char- 
acter of the two surfaces. They review experimental 
work which indicated that the pia-arachnoid is of 
ectodermic origin. They conclude that this explains 
why the pia-arachnoid is relatively impermeable 
and why it differs from the mesothelium covering 
organs in serous spaces. ‘They believe that the 
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formation of the subdural space embryologically 
might be explained by the separation of the surface 
covered by these cells from a layer of mesenchyme 
which becomes the inner layer of dura. 

They account for the relative simplicity of the 
dura by the theory that the skull with its lining 
dura forms an articulation with soft tissues, the 
brain and its covering, the pia-arachnoid. This 
would explain the readiness of the dura to produce 
adhesions when the arachnoid barrier is injured. 
The authors compare the dura with its naked fibro- 
blastic cells to exposed connective tissue surfaces 
prepared to form granulations and adhesions unless 
restrained. On this basis, not only the formation, 
but the persistence, of the subdural space makes it 
necessary to suppose an opposing surface covered 
by cells capable of preventing closure of the space 
by growth from the dura. 

The authors conclude that the dura is lined by 
fibroblastic tissue, and that the subdural space 
does not correspond to the serous spaces. They 
believe that the arachnoid is probably covered with 
cells of ectodermal origin. 

Ropert ZOLLINGER, M.D. 


Tidswell, F., and Sear, H. R.: Neuroblastoma: 
Some Experiences at the Royal Alexandra Hos- 
pital for Children. Australian & New Zealand J. 
Surg., 1933, ii, 360. 

This article is in two parts. In the first part 

Tidswell reports on the symptoms and pathological 


INTERNATIONAL ABSTRACT OF SURGERY 


findings in two cases of neuroblastoma, and in the 
second part Sear reports on the roentgenological 
aspects of eight cases. 

The condition occurs in young children and is 
usually fatal within a year. The symptoms are due 
to the effects of the primary malignant adrenal 
tumor and its metastases. This tumor was formerly 
classed as an adrenal sarcoma, but is now called 
“neuroblastoma.” It produces a large abdominal 
mass. Secondary deposits in the skull produce a 
characteristic X-ray appearance due to bony, sub- 
dural, and subperiosteal masses and cause proptosis 
and ecchymoses from invasion of the orbits. In 
the extremities, they produce a characteristic X-ra\ 
picture due to the invasion of bone and marrow. 
They also cause weakness with inability to walk, 
anemia, and cachexia. They invadeand enlarge the 
lymph glands. As a rule the condition is accom. 
panied by a mild fever, and occasionally by menta! 
symptoms such as irritability and restlessness. 

Roentgenography of the skull discloses a worm- 
eaten appearance of the calvarium and orbits, 
widening of the sutures, the presence of masses 011 
the cranial bones, and a fine trabeculation extend- 
ing into the cranial bones from the periosteum. 
Roentgen examination of the long bones shows « 
patchy, worm-eaten appearance throughout with, 
at later stages, uniformly transradiant areas o/ 
varying size and periostitis along the greater pari 
of the shafts of several bones. 

Davin Joun Impastato, M.D. 


SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Lee, B. J.:: End-Results in the Treatment of Can- 
cer of the Breast by Radical Surgery Combined 
with Pre-Operative and Postoperative Irradia- 
tion. Am. J. Surg., 1933, XX, 425. 


The author discusses carcinoma of the breast on 
the basis of 217 proved cases operated upon in the 
period from 1916 to 1927. 

The incidence of the condition was highest, 21 per 
cent, between the ages of forty-five and fifty years, 
and next highest, 20 per cent, between the ages of 
forty and forty-five years. Twenty-five per cent of 
the patients were forty years of age or younger. The 
youngest patient was twenty-seven years old. 

One-third of the tumors were located in the upper 
outer quadrant of the breast, and half that number 
were in the central segment. The sites involved 
next most frequently were the upper central and 
upper inner segments. Practically two-thirds of the 
tumors were in the upper segments. 

In a much larger series of cases the first symptom 
noted by 75 per cent of the patients was a lump in 
the breast, but in 1 of 15 cases in this series the first 
symptom referable to the breast was a sticking, 
needle-like pain. In 5 per cent of this series there 
was a diffuse enlargement of the breast. The next 
most common first sign was retraction. Not infre- 
quently the first sign noted by the patient was a 
lump in the axilla. In 1 of every 70 cases the first 
sign was bleeding of the nipple. 

In about 1 per cent of cases the carcinoma is of the 
inflammatory type and must be differentiated from 
abscess of the breast. Carcinoma of this type is a 
highly cellular, rapidly growing, very malignant 
tumor. In 0.6 per cent of the cases the first sign of 
the condition was swelling of the arm. About ro per 
cent of cases of mammary carcinoma, even when 
recognized early, are probably hopeless from the 
surgical standpoint from the outset. However, in 
many of the surgically hopeless cases the tumor is 
radiosensitive. Therefore irradiation should be used 
more promptly and frequently. In go per cent of 
the cases early surgical treatment will yield good 
end-results. 

The author regards a case as operable when the 
tumor is not fixed to the chest wall. When there are 
wide multiple cutaneous nodules around the original 
site of the tumor, when the arm is swollen or painful 
and there is extensive axillary metastasis, when the 
supraclavicular nodes are invaded, and when there 
is distant metastasis to the chest or bones, the con- 
dition is inoperable and radical amputation should 
be withheld. In cases of advanced mammary car- 
cinoma radical surgical procedures shorten life and 
are apt to bring discredit to surgery. The practice 
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of obtaining a specimen for histological examination 
by incision into the tumor is undesirable. A small 
specimen may be obtained safely by the aspiration 
or the punch technique. 

In the 217 cases reviewed, local excision was done 
1g times prior to radical mastectomy. In 7 cases the 
radical surgery immediately followed the local re- 
moval. In 12 cases the local excision preceded the 
radical procedure by from one day to three weeks. 
The delay did not seem to influence the prognosis. 
The tumor should be widely excised, not cut into. 

After operation in the author’s cases the arm is 
kept at a right angle to the trunk. Active and pas- 
sive motion of the arm is encouraged at the end of 
twenty-four hours. The patient is allowed out of 
bed after four or five days. The drains are removed 
on the third day, and the sutures on the sixth or 
seventh day. 

The present plan of pre-operative irradiation con- 
sists in giving 650 roentgen units, using high-voltage 
X-rays over the breast and drainage areas and giving 
treatments on each of two successive days. Opera- 
tion is performed from two to four days after the 
last irradiation. The tumor irradiated in this man- 
ner will not show the histological changes which 
formerly occurred during the delay of six weeks, but 
the dose is delivered and the cells are affected 
biologically. 

Postoperative irradiation is given four weeks after 
the operation, when the wound is firmly healed. A 
high-voltage cycle, each treatment consisting of 750 
roentgen units, is given over the breast and drainage 
areas on successive or alternate days. If the opera- 
tion showed the lymph nodes to be uninvolved, only 
1 cycle is given. If the lymph glands were involved, 
I or 2 subsequent cycles are given, preferably in 1 
treatment each over the upper anterior, upper pos- 
terior, and lateral axillary regions. The irradiation 
is directed toward the supraclavicular area where 
the first metastasis is likely to occur. 

Of the 217 patients treated by radical mastectomy 
plus pre-operative and postoperative irradiation, 41 
per cent were alive and well five years after the 
treatment; of 130, 35 per cent were alive and well 
after seven years; and of 75, 22 per cent were alive 
and well after ten years. 

The prognosis was most favorable in cases of 
tumor in the upper inner segment of the breast. It 
was almost equally good when the tumor occupied 
the central breast segment. It was poorest when the 
tumor was in the upper central segment or the lower 
inner or lower outer segment. 

Of the patients forty years of age or under, 27 per 
cent were alive and well at the end of five years, 
whereas of those over forty years of age, 45 per cent 
were alive and well at the end of five years. 
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Of 76 patients without involvement of the axillary 
lymph nodes, 72 per cent were alive and well at the 
end of five years, whereas of 103 patients with in- 
volvement of these nodes, only 23 were alive and well 
at the end of five years. Of the 7 patients who were 
pregnant at the time of the discovery of the car- 
cinoma, none lived for five years and only 1 sur- 
vived for three years. 

The postoperative mortality was 0.9 per cent. The 
author’s clinical index of malignancy is discussed in 
detail, and figures are given to show the depend- 
ability of histological grading of the tumors, which 
was done in 85 cases. Eart O. Latimer, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Proust, R.: Section of Intrapleural Bands and 
Adhesions in the Treatment of Pulmonary 
Tuberculosis (La section des brides et le dé- 
tachement des adhérences intra-pleurales dans le 
traitement de la tuberculose pulmonaire). J. de 
chir., 1933, Xii, 229. 

Since Jacobaeus introduced his thoracoscope for 
the sectioning of intrapleural adhesions in 1913, ex- 
perience has demonstrated the superiority of the use 
of this instrument over thoracotomy and parietal 
separation of the pleura. 

In a certain number of cases of pulmonary tuber- 
culosis pneumothorax proves ineflicacious because 
adhesions between the lung and parietal pleura pre- 
vent cavities from collapsing. If the adhesions can 
be sectioned aseptically and without hemorrhage to 
allow effacement of the cavities, a cure may be an- 
ticipated. 

The exact location of the bands or adhesions must 
first be established by means of a stereoscopic roent- 
genogram. After the topography of the lesions has 
been determined the chest wall is infiltrated with 
novocain, a skin incision is made, and the trocar of 
the thoracoscope is introduced. To avoid encounter- 
ing the lung, the region is first explored with a blunt 
needle. The thoracoscope is then inserted and a 
general view of the cavity is obtained, all of the im- 
portant landmarks being identified. These land- 
marks have been carefully studied by Cova and are 
shown in his atlas. 

For the accommodation of a cautery another tro- 
car is introduced at the most favorable point for 
attacking the adhesions. To determine this point 
the chest wall is pressed upon by an assistant, the 
bulge being observed by the operator through the 
thoracoscope, or, if the room is dark, the point of 
attachment of the adhesion is seen by transillumina- 
tion as a bright spot on the chest wall. 

The adhesions should be sectioned close to their 
parietal extremities because they frequently consist 
in large part of stretched lung tissue. Before they are 
attacked with the thermocautery the tissue is desic- 
cated by a diathermy current. This obviates the 
formation of vapors which obscure the view. The 
preliminary desiccation is essential even when the 
electrical knife is substituted for the thermocautery. 
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Anesthesia is obtained by infiltrating the adhesion 
with a 1:200 solution of novocain. 

Possible complications of the operation are pleura! 
effusions, emphysema, and the formation of new ad- 
hesions. Effusion and emphysema are common and 
seemingly without an unfavorable effect. Adhesions 
should not re-form if care is taken to maintain the 
pneumothorax. When the combined diathermy ani 
cautery technique is used, hemorrhage is rare. 

ALBERT F. DEGROAT, M.D. 


Stegemann, H.: Narcylen Anesthesia for Opera- 
tion on Patients With Lung Conditions, Espe- 
cially for Thoracoplasty (Die Narcylenbetaeubuny: 
bei der Operation Lungenkranker, insbesondere |): 
der Thorakoplastik). Schmerz, 1932, v, 49. 


The author calls attention to the lack of uni- 
formity in the induction of anesthesia for operations 
on patients with lung conditions, and particulariy 
for thoracoplasty. He states that in cases of lung 
disease, especially pulmonary tuberculosis, the ii:- 
duction of anwsthesia requires great care. Minvor 
procedures such as phrenico-exeresis and limited ri) 
resections should be performed under local anws- 
thesia. Open separation of adhesions may also |e 
done under anesthesia of this type. Of the major pro- 
cedures in the surgery of the lung, thoracoplasty is 
of greatest interest. The indications for this opera 
tion are reviewed, the social importance of the pro 
cedure is emphasized, and the results as shown by a 
few statistics are discussed. 

In the induction of anesthesia speciai attention 
must be paid to the heart which has been damaged 
by tuberculous toxins. As the result of the decrease 
of the respiratory surface, the internal respiration is 
disturbed. Special precautions are necessary on 
account of the great danger of generalized spread o/ 
the tuberculous process from the aspiration of 
tuberculous material into parts of the lungs still 
uninvolved. Although as a rule a quite long sleep 
is desirable after a surgical procedure, in cases of 
lung disease the narcosis should be as short is 
possible in order that expectoration may take place 
immediately after the operation. 

On first consideration, local anesthesia seems to 
have every advantage—absence of damage to thic 
respiratory passages, assurance of expectoration in 
the first few hours after the operation, and absence 
of postoperative nausea and vomiting. However, 
it has the great disadvantage of causing psychic 
shock. The author discusses the heretofore neg- 
lected problem of anoci-association, especially in 
relation to thoracoplasty, and calls attention to tlic 
toxic manifestations of local anesthesia which in 
crease the operative shock. 

In a comparison of the various anesthetics use: 
for the induction of general anesthesia, narcylen 
was found to be the best general anesthetic as vet 
available. However, its use received quite a sci- 
back in Germany because of the occurrence «/ 
several explosions in the absence of an open flame. 
The author explains the accidents, describes im- 
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provements in the apparatus by which narcylen is 
administered, and calls attention to the fact that 
ether is also explosive. 

Narcylen anesthesia has many decided ad- 
vantages over the types of general anesthesia pre- 
viously used. According to the replies to a ques- 
tionnaire sent out by Schroeder, its mortality is 
the lowest. The beginning of the anwsthesia is 
pleasant. An important characteristic is the rapid, 
almost immediate awakening of the patient after 
removal of the mask. Lung complications due to 
the anesthesia are practically unknown. As the 
patient awakens immediately after removal of the 
mask, he is able to clear his lungs freely by cough- 
ing. In avertin anesthesia there is a long post- 
operative sleep which prevents coughing. More- 
over, in contrast to narcylen anesthesia, the 
amount of circulating blood is markedly decreased. 
External respiration has already been decreased by 
the plastic operation, and by reducing the circulat- 
ing blood, the avertin decreases the internal res- 
piration. Both reductions together are dangerous. 
In narcylen anesthesia the danger is reduced by 
the increase in the circulating blood. Pernocton and 
somnifene share the disadvantages of avertin. 
Ether does not compare favorably with narcylen, 
as the well known irritation of the bronchial mucosa, 
the exacerbation of tuberculous lesions, the frequent 
toxic vomiting, and the prolonged period of discom- 
fort associated with its use are absent in anesthesia 
induced with narcylen. Moreover, narcylen does 


not cause disturbances of the cellular structures. 
The use of chloroform has practically been aban- 


doned. The author has not used chloroform for 
three and a half years and has not missed it in the 
induction of more than 10,000 anesthesias. He 
states that since he has abandoned it the operating 
room has been a great deal more tranquil. For the 
weakened, toxin-saturated patient with pulmonary 
disease, he decidedly opposes the use of chloroform 
as it is the most poisonous of all anesthetics. 

The anesthesia comparing most favorably with 
that produced by narcylen is nitrous oxide anws- 
thesia. The chief advantage of nitrous oxide is its 
inability to explode. However, this advantage over 
narcylen is offset by several disadvantages which 
are not possessed by narcylen. ‘The small anws- 
thetic potency and the limited anwxsthetic range of 
nitrous oxide as compared with acetylene, which 
necessitate pushing the anesthetic to asphyxial 
limits, are sources of great danger. The addition of 
ether is an illogical compromise since, to prevent 
cyanosis and asphyxia, the respiratory system is 
thereby subjected to the well known and feared 
irritation of the bronchial mucosa and the un- 
favorable influence on latent tuberculosis produced 
by ether. Narcylen induces satisfactory anesthesia 
in all cases without the aid of ether. 

Zaaijer’s objections to narcylen because of the 
danger of explosion are answered. The author used 
narcylen anesthesia for his last 94 thoracoplasties. 
All except 3 of the operations, which were done for 
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empyema cavities, were performed for tuberculosis. 
Narcylen was found to be the only gaseous anes- 
thetic which alone was sufficient for the induction 
of complete anesthesia and did not require the 
additional use of ether or chloroform. By its use 
the patient received all of the advantages of gas 
anesthesia, viz., rapid induction of the anwsthesia, 
the avoidance of psychic shock, the induction of 
deep anesthesia without the use of other anas- 
thetics, quick return of consciousness after removal 
of the mask, almost complete absence of unpleasant 
sequelz such as nausea and vomiting, the elimina- 
tion of shock by the increase in the blood pressure, 
and absence of irritation of the respiratory tract, 
cyanosis, and asphyxia. STEGEMANN (Z). 


McEachern, J. D.: The Treatment of Acute 
Empyema in Infancy and Childhood; With a 
Report of Seventy-Five Cases Treated by Closed 
Drainage. Bril. J. Surg., 1933, xx, 653. 


The treatment of empyema by the suction and 
irrigation method described by the author requires 
more attention to detail than treatment by rib 
resection. However, it decreases the mortality, 
shortens the period of illness, renders the patient 
more comfortable, and leaves a more normal and 
better functioning chest wall. 

The shortening of the time of drainage is of con- 
siderable economic value. If six weeks is the average 
time of drainage after rib resection, the use of the 
closed method cuts the time in half. 

For practical purposes, the empyema cavity can 
be rendered sterile by the use of Dakin’s solution. 
The use of Dakin’s solution does not increase the 
incidence of bronchial fistula. 

The method is excellent for the treatment of 
encysted empyema. SaMuEL Kann, M.D. 


Alexander, J.: Apparently Common Purulent 
Pleurisies Ultimately Recognized as Tubercu- 
lous (Pleurésies purulentes chroniques banales en 
apparence tardivement reconnues de nature tuber- 
culeuse). Arch. méd-chir. de Vappar. respir., 1933, 
viii, I. 

The author reports eight cases which show that 
almost any type of purulent pleurisy, whatever the 
infecting bacterium, may be a superinfected tuber- 
culous effusion even though its tuberculous causa- 
tion (suggested by the prolonged fistulization) may 
not be proved by the history or the findings of 
clinical, roentgenological, or histological examina- 
tions. 

When there is reason to suspect tuberculosis as 
the cause, repeated microscopic examinations of the 
granulation tissue should be made. ‘The author’s 
cases show that the histological evidence of tuber- 
culosis may not appear until late and may be 
transitory. 

In three of the author’s eight cases ample drain- 
age and antiseptic irrigations were sufficient to ob- 
tain closure of the pleural fistula. In the five others 
a Schede thoracoplasty was necessary. 
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The end-results were excellent. Of the seven pa- 
tients who could be traced, four were completely 
cured, the residual cavity having disappeared. The 
three others were in good condition, but in one of 
them the operative wound was still open and in two 
it was in the process of healing. Of the five patients 
who were treated by thoracoplasty, two were heal- 
ing and three were completely cured. 

The results in this small series of pleural fistule 
were better than those usually obtained in evident 
superinfected bacillary effusions. The difference in 
the gravity of the condition is probably due to the 
fact that fistulizing pleural effusions of the type 
under discussion behave, from the surgical view- 
point, more like infectious empyemata than like 
tuberculous effusions. ELLA M. SALMONSEN. 


CSOPHAGUS AND MEDIASTINUM 


Barrett, N. R.: Diverticula of the Thoracic @soph- 
agus. Lancet, 1933, CCXXxiv, 1009. 


Diverticula of the oesophagus occur most com- 
monly in the upper part of the cesophagus and com- 
paratively rarely in the thoracic part. Diverticula 
of the thoracic oesophagus are of three main types: 
(1) traction diverticula, (2) pulsion diverticula, and 
(3) traction-pulsion diverticula. As a rule the 
diverticula are single. 

Diverticula of the thoracic cesophagus are of little 
clinical importance as they seldom give rise to 
symptoms and are usually discovered only by 
chance. Symptoms, when present, usually consist 
of difficulty in swallowing and a feeling of fullness 


in the chest. Regurgitation of food may also occur. 
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Rarer symptoms are increased salivation, dyspnua, 
cardiac pain, palpitation, and cough. 

A certain diagnosis is made by X-ray examination 
after a barium meal. X-ray examination will show 
the position and extent of the diverticulum. 

Few diverticula of the thoracic oesophagus require 
treatment, but in cases of large diverticula with 
symptoms surgical treatment is advisable as the 
diverticulum may cause obstruction or perforation 
into the mediastinum. 

The author reports the case of a woman fifty-nine 
years old who had had symptoms of a diverticulum 
of the thoracic cesophagus for two years. X-ray 
examination showed a large pouch with a wide neck 
at the level of the seventh rib. Two days before 
operation artificial pneumothorax was induced on 
the right side. At operation, ether was given by the 
intratracheal method and a bougie passed down thc 
cesophagus into the diverticulum. The skin ani 
intercostal muscles were divided along the sixth 
interspace and excellent exposure gained by means 
of rib spreaders. By palpating with the bougie the 
diverticulum was easily identified. The parieti! 
pleura was incised and the diverticulum isolated by 
blunt dissection clamped, and removed with the 
diathermy knife. The oesophagus was closed with 
two layers of catgut and the suture line covere:! 
with a flap of pleura. The thorax was closed without 
drainage. For nine days the patient was fed by 
means of a tube passed through the nose into the 
stomach. Convalescence was uneventful. 

Six months after the operation a roentgenogram 
of the cesophagus showed no abnormality whatever. 

J. Dantet Wittems, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Meillére, J.: An Acute Abdominal Syndrome of 
Peritoneal Irritation With Moderate But Pro- 
gressive Exudation of Aseptic Fluid—Hzmo- 
peritoneum (Sur un syndrome aigu d irritation 
péritonéale par épanchement modéré et progressif 
de liquide aseptique—hémopCritoine). Presse méd., 
Par., 1933, xli, 605. 

Inundation of the peritoneal cavity by aseptic 
fluid, most frequently blood, is manifested clinically 
by various syndromes. The variation in the symp- 
toms is explained, no doubt, by differences in the 
causative lesions and the amount and rapidity of 
formation of the fluid. The author has observed 
cases of gradual inundation of a subacute type. The 
symptoms of this type include nausea, intestinal 
obstruction, moderate distention of the abdomen, 
defensive muscular rigidity, flatulence, fatigue, pale 
but not peritoneal facies, and a moderate fever. 
Four cases are reported in detail—three of hemo- 
peritoneum and one of rapidly forming ascites. 

From a study of these cases Meillére concludes 
that the most typical cases are those in which the 
traumatic element is reduced to the minimum. As 
a rule the patient is seen one, two, or three days 
after the onset of the symptoms. The first symptom 
is sudden pain. This subsides, and after a quiet 
interval of varying duration, a state of abdominal 
malaise develops insidiously. The latter is charac- 
terized by dull pain, nausea, a sensation of dis- 
tention, and constipation. Occasionally vomiting 
occurs. In true acute peritoneal infection at this 
stage there would be repeated violent attacks of 
vomiting with high fever, a rapid pulse, dryness of 
the tongue, peritoneal facies, and painful contraction 
of the abdominal wall. The pain and contraction of 
acute appendicitis are more localized. The syndrome 
differs also from that of acute intestinal obstruction. 
In cataclysmic inundation of the peritoneal cavity 
there is severe shock or acute anemia. In the syn- 
drome under discussion, the pain, shock, and local 
signs of hemorrhagic pancreatitis and mesenteric 
thrombosis are absent. 

The syndrome discussed is usually due to hemo- 
peritoneum. As a rule the anemia remains slight 
and diminished dullness is absent because the 
exudation is moderate and progressive. The symp- 
toms may be due to a subacute postoperative hamo- 
peritoneum or a residual hemoperitoneum, espe- 
cially following spenectomy for rupture of the spleen 
or castration in a case of tubal pregnancy. However, 
the most common cause is hemoperitoneum due to 
the rupture of a viscus. The author believes that 
the clearest syndrome of hemoperitoneum is pro- 
duced by the spontaneous rupture of a pathological 
spleen. 


In traumatic rupture of the spleen the problem 
becomes more complex. Traumatic rupture of the 
spleen may be followed by profuse cataclysmic 
hemorrhage, abundant hemorrhage, moderate 
hemorrhage with moderate peritoneal inundation, 
or slight localized hemorrhage. In cases of profuse 
cataclysmic hemorrhage there is acute anemia. The 
second type of hemorrhage is the well-known classi- 
cal form with abundant and rapid peritoneal inun- 
dation. The syndrome discussed in this article is 
caused by the gradual progressive peritoneal 
inundation. Slight localized haemorrhage produces 
a hematoma in the splenic region. Intraperitoneal 
hemorrhage due to rupture of an extra-uterine 
pregnancy is manifested by analogous clinical 
syndromes. 

Independently of the anemia, hemoperitoneum 
causes peritoneal irritation with sensitivity followed 
by parietal defense and intestinal paralysis. Similar 
syndromes may be produced by a gradually develop- 
ing ascites. Epitu S. Moore. 


Turner, P.: Hernioplasty. Guy's Hosp. Rep., Lond., 
1933, Ixxxiii, 233. 

Operations for the radical cure of inguinal hernia 
are of the following three types: 

1. Herniotomy, or simple excision of the sac. 

2. Herniorrhaphy, in which, in addition to ex- 
cision of the sac, an attempt is made to strengthen 
the inguinal canal by suturing. The method most 
commonly employed is Bassini’s operation or a 
modification of it. 

3. Hernioplasty, in which the weakened inguinal 
canal is repaired by a plastic operation. 

The author describes a method of hernioplasty 
which he has used in sixty-five cases treated in a 
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Fig. r. The opening in the transversalis fascia defined 
after removal of the sac. The external oblique is not 
shown. 
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Fig. 2. The flap of fascia has been drawn into the 
inguinal canal by traction on the sutures. 


period of three years. The essential feature is the 
use of a pedicled flap of fascia lata with its base at 
Poupart’s ligament to diminish the size of the open- 
ing and strengthen the fascial boundary of the canal. 
This flap is turned upward into the inguinal canal 
beneath Poupart’s ligament and sutured to the 
margins of the gap which were carefully defined at 
an earlier stage of the operation. 
J. THORNWELL WITHERSPOON, M.D. 


GASTRO-INTESTINAL TRACT 


Raiford, T. S.: Lymphoblastomata of the Gastro- 
Intestinal Tract. Arch. Surg., 1933, xxvi, 813. 


The problem confronting pathologists with regard 
to lymphoblastomata of the gastro-intestinal tract 
is twofold: (1) to establish a suitable working classi- 
fication, and (2) to recognize the grade of malig- 
nancy. For these purposes the author made a study 
of forty-five lymphoblastomata of the gastro- 
intestinal tract which were observed in the Surgical 
Pathological Laboratory of the Johns Hopkins 
Hospital, Baltimore. 

Lymphoblastomata occur most frequently in the 
stomach, small intestine, and colon. The age curve 
shows two peaks, one in the first decade and the 
other, a higher peak, in the fifth decade. The 
average age of the patients whose cases are reviewed 
was forty-one years. The tumors are about twice 
as frequent in males as in females, and about seven 
time more frequent in white persons than in ne- 
groes. 

It is difficult to distinguish lymphoblastomata 
from carcinomata clinically, but the former are 
characterized by an insidious onset without 
acute pain, severe wasting, or secondary anemia. 
The presence of a moderate degree of fever and the 
absence of early symptoms of obstruction are 


strongly suggestive of a tumor of lymphoid origin. 
The characteristic gross change produced by a 
lymphoblastoma is an aneurismal dilatation of the 
bowel, while that produced by a carcinoma is a 
stenosis. The typical cytological form of the 
lymphoblastoma is a round cell resembling the cells 
of the lymphoid series. On the basis of the cells 
from which they arise, lymphoblastomata may be 
divided into two main groups, the lymphocytomata 
and the reticulomata. 

The majority of lymphoblastomata are malignant 
and the remainder must be considered potentially 
malignant although it is frequently impossible to 
distinguish the malignant characteristics. ‘The 
tumors of the reticulum-cell type are the more 
malignant. Both types are frequently confused with 
benign inflammatory lesions such as those of tubercu- 
losis and syphilis. 

The prognosis of gastro-intestinal lymphoblas- 
tomata is poor because the diagnosis is made late. 

The treatment of choice is surgical resection 
combined with irradiation. 

J. THORNWELL WITHERSPOON, M.D. 


Morton, C. B.: Peptic Ulcer: Results of Medical 
and Surgical Treatment of Patients in Rural 
Districts and in Small Towns. Arch. Int. Med., 
1933, li, 920. 


Morton reports on the results obtained in 286 
cases of peptic ulcer in rural patients treated in the 
period from 1918 to 1928. In 220 of the cases the 
ulcer was in the duodenum and in 66 in the stomach. 
The most frequent complication was hemorrhage, 
which occurred in 25 per cent of the cases. One 
hundred and ninety-six (68.6 per cent) of the pa- 
tients were treated medically and go (31.4 per cent) 
were treated surgically. Surgical therapy was ad- 
vised in 16.5 per cent additional cases, but was 
refused. Six patients died while under medical 
treatment, and 8 of the 90 patients treated sur- 
gically died while in the hospital. The remaining 
272 patients therefore included 190 treated medi- 
cally and 82 treated surgically. The results aiter 
from two to twelve years were determined in 164 
cases. They were classified as excellent, good, fair, 
or poor on the basis of the symptoms, dietary 
limitations, and the use of alkalies. 

Of 33 traced patients who had been treated for 
gastric ulcer, 25 were treated medically and 8 were 
treated surgically. Of the 25 treated medically, 
3 subsequently died of carcinoma of the stomach 
and 3 died of unspecified causes. Of the 19 survivors, 
slightly more than half reported satisfactory re- 
sults. Of the 8 patients treated surgically, 1 sub- 
sequently died of an unknown gastric disorder, 
but all of the 7 survivors reported satisfactory 
results. 

Of 131 traced patients who had been treated for 
duodenal ulcer, 85 were treated medically and 46 
surgically. Of the 85 treated medically, 2 subse- 
quently died of ulcer, 2 died of some other condition, 
and 2 died of an unknown condition. Of the 79 
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survivors, slightly fewer than 50 per cent reported 
satisfactory results and 6 had had subsequent sur- 
gical treatment for persistent symptoms. Of the 46 
treated surgically, 2 died subsequently of an un- 
specified condition and 2 of a condition other than 
ulcer. Of the 42 survivors, more than 75 per cent 
reported satisfactory results. Three had developed 
a gastrojejunal ulcer. 

In rural patients the results of the medical man- 
agement of peptic ulcer were considerably less satis- 
factory than the results of surgical treatment. To 
obtain satisfactory results, those treated medically 
were obliged to adhere much more strictly to dietary 
regulation and the use of alkalies than those treated 
surgically. SAMUEL J. FocELson, M.D. 


Sinclair, N.: A Case of Diffuse Polyposis of the 
Stomach. Brit. J. Surg., 1933, xx, 645. 


Diffuse polyposis of the stomach is relatively rare, 
only 84 cases having been recorded in the literature 
to date. It is characterized by the presence of 
numerous sessile or pedunculated polypi distributed 
over the gastric mucosa. Balfour states that it was 
encountered only once in 8,000 operations for gastric 
lesions performed at the Mayo Clinic. 

The case reported by Sinclair was that of a woman 
fifty-seven years of age who, for fourteen years, 
had suffered from attacks of indigestion character- 
ized by severe epigastric pain of a burning nature 
which was made worse by the ingestion of food. 
At first the attacks had been separated by intervals 
of freedom from pain extending over many weeks, 
but recently they had become more frequent and 
vomiting and diarrhoea had supervened. The vomit- 


ing and diarrhoea had occurred daily. Every meal 
had been vomited. The vomitus was of a light color, 
small in quantity, odorless, and free from blood. 
The stools were loose and dark. For three months 
there had been a steady loss of weight. 

The patient was thin and muscular, and had a 


sallow complexion. The blood pressure was 110 
systolic and 80 diastolic. Rectal examination was 
negative. The erythrocytes numbered 5,500,000 per 
cubic millimeter. The Wassermann reaction was 
negative. The barium meal showed a well marked 
hourglass deformity of the stomach. The loculi 
were large and had regular contours. The channel 
between them was very narrow. A diagnosis of 
simple hourglass stomach was made. 

Operation performed under general anesthesia 
disclosed a well developed hourglass stomach. The 
constriction lay considerably above the middle of 
the organ, and although it was narrow was not 
particularly indurated. Both loculi were large. The 
stomach walls were considerably hypertrophied. 
The serosa presented a normal appearance, and 
there were no enlarged glands in the omentum. 
Except for a general visceroptosis, the remainder 
of the abdominal viscera were normal. 

A partial gastrectomy by the Balfour method 
was performed, approximately two-thirds of the 
stomach being resected. Section of the stomach 
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was made through the proximal loculus 11% in. 
above the constriction. On division of the stomach, 
the gastric mucosa was found studded throughout 
with minute sessile polypi. The mucosa of the 
duodenum and jejunum was normal. 

The patient was discharged from the hospital 
after four weeks feeling better than she had felt 
for many months. She was able to eat without dis- 
comfort, the vomiting had ceased, and the bowels 
were acting normally. A test meal taken during 
the fourth week of convalescence showed total 
achlorhydria. Eight months after the operation the 
patient looked well, had gained weight, and had a 
good appetite. 

Microscopic examination of the specimen sug- 
gested that a chronic inflammation had produced 
polypoid thickening of the gastric mucosa. The 
duodenal mucosa was normal except that it was 
densely infiltrated with plasma cells and eosinophilic 
leucocytes. There was no evidence of malignant 
change in any of the sections examined. 

The exact nature of the morbid process described 
still remains obscure. The tumors are generally 
referred to as ‘“‘adenomata.” They are covered by 
a single layer of columnar or cuboidal cells arranged 
in an orderly manner and limited by the muscularis 
mucose. In many of the recorded cases there was 
evidence of chronic inflammation. That chronic 
irritation can produce polypoid growths in the 
stomach has been proved experimentally. In the 
Museum of the Royal College of Surgeons of Eng- 
land the specimen from the author’s case is classi- 
fied under the heading “chronic hypertrophic gas- 
tritis.” 

In Sinclair’s opinion the sequence of events in 
his case was as follows: The patient had a gastric 
ulcer which healed and thereby produced a bilocular 
stomach. An unusual degree of chronic gastritis then 
developed in the distal loculus and led to thickening 
of the gastric mucosa and the formation of inflam- 
matory polyps. The latter in turn caused progressive 
obstruction of the pylorus with consequent stasis 
and more gastritis. Joun W. Nuzum, M.D. 


McIver, M. A.: Acute Intestinal Obstruction. 
Sixth Installment. Am. J. Surg., 1933, xx, 811. 


Functional disturbances of intestinal motility may 
be the result of local or intra-abdominal disease or a 
reflex from some other lesion. Atonic paralysis may 
be caused by acute peritonitis or the passage of a 
renal stone. These changes may result from injury 
to the muscle or nerve plexus in the gut wall or 
inhibitory impulses carried over the extrinsic nerves. 
The mechanism may be even more complex as the 
same stimulus may at one time produce atony, and 
at another time, spasm of the bowel. 

The mechanism of peristalsis is complex and is 
probably a combined neurogenic and myogenic 
process. McIver believes that the rhythmic con- 
tractions and the peristaltic waves may depend upon 
different mechanisms, the former, which is simpler 
and more primitive, depending upon the inherent 
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ability of smooth muscles to contract in a rhythmic 
manner, and the more complicated and highly de- 
veloped peristaltic wave depending upon the nervous 
element for initiation and propagation. 

Processes outside the abdomen which abolish 
peristalsis occur as a result of impulses transmitted 
over the splanchnic nerves. Cutting of the splanch- 
nics prevents such abolishment of peristalsis. In- 
juries and infections of the peritoneum itself may 
affect the gut musculature or ganglia within the gut 
or may be transmitted over the extrinsic nerves. 
Peritonitis may produce disturbance in bowel func- 
tion mechanically through the production of adhe- 
sions and functionally by causing paralysis and atony 
of the intestinal canal as a result of injury to the 
neuromuscular structure of the gut. Functional in- 
activity of the gut not infrequently occurs following 
a prolonged mechanical obstruction, possibly be- 
cause of interference with the blood supply and 
possibly because of the absorption of toxins. Func- 
tional ileus may occur after operation, but under 
such circumstances is usually mild. Occasionally, 
functional disturbance of the bowel may be so great 
as to simulate mechanical obstruction. At the 
Massachusetts General Hospital 9 such cases were 
admitted to the surgical ward in the period from 
1918 to 1927. Six of the patients were over seventy 
years of age and 2 were infants less than one month 
old. Mclver believes that the functional disturb- 
ance of the intestinal tract is probably due to the 
poor constitutional state of the patient. Other 


functional disturbances are spastic occlusions. In 
Mclver’s opinion, gas pains after operation are, at 
least in part, localized spasms of the gut. 


The 
causative factors may be local injury to the muscle 
or nerve plexuses or foreign bodies in the bowel. 

For the prevention of functional obstruction, 
especially in peritonitis, McIver recommends re- 
striction of fluids by mouth. Care should be taken 
to keep the stomach from becoming distended with 
fluids and gas. In serious cases the fluid intake 
should be limited to sips of water or, if the patient 
is vomiting, no fluid should be given by mouth. If 
there is gastric dilatation, gastric lavage should be 
done. In all cases of peritonitis in which extensive 
trauma has occurred at operation, the liberal use of 
morphine postoperatively is a valuable prophylaxis 
against postoperative distention and functional 
obstruction. McIver advocates the administration 
of % gr. of morphine every three hours. In the 
presence of a suspected obstruction cathartics are 
contra-indicated. Of more importance than evacua- 
tion in such cases is the passage of flatus. A low 
enema may rid the colon of imprisoned gas. Care 
must be taken not to give enemas too frequently, 
especially if the fluid is not expelled. Application of 
heat to the abdomen combined with the use of the 
rectal tube and the administration of morphine is 
an extremely effective and harmless way of getting 
rid of flatus and reducing distention. In cases of 
peritonitis the author advocates placing the patient 
in Fowler’s position. ALTON OcusneER, M.D. 
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Figurelli, G.: Experimental Researches on Detach- 
ment of the Mesentery of Loops of Intestine 
Previously Wrapped with Omentum (Ricerche 
sperimentali sul distacco mesenterico di tratti di in- 
testino qualche tempo prima avvolti nell’epiploon). 
Sperimentale, 1933, \xxxvii, 81. 


Figurelli reports a continuation of his experimenits 
on omental envelopment of the ileum isolated from 
its mesentery. In his previous researches the 
wrapping with omentum was done at the same time 
as the resection of the mesentery, whereas in the 
investigations reported in this article it preceded the 
resection by a considerable interval. The time at 
which it is done is of practical importance for if 
omental investment preceding resection of the 
mesentery will assure viability of the loop, this 
method may be resorted to when, in resection of ihe 
mesentery, as for tumor, it is desirable to avoid 
resection of the intestine. 

In six dogs a “mufi’”’ of omentum was wrapped 
around the free surface of an intestinal loop which 
varied in length in the different animals from to to 
20cm. The “muff” was then sutured with silk, and 
after from fifteen to twenty days the mesentery was 
resected. A dog in which a 20-cm. portion of 
mesentery was removed died of perforation, and 
another, in which a 14-cm. portion was resected, 
died from volvulus. The rest, with resections of 
10-, 12-, 16-, and 18-cm. portions, recovered well 
and were killed from twenty-five to thirty days 
after the second operation. The operation and gross 
and microscopic findings are reported in detail. 

In the cases with successful results the loop was 
somewhat shortened, tortuous, and alternately 
stenosed and dilated, depending on adhesions to 
the omental ‘muff.’ In some places the latter 
formed a thick constricting mass sending broad 
fibrous bands with numerous dilated vessels into the 
intestinal wall, whereas in other areas it was reduced 
to a thin, scarcely adherent layer and the intestine 
was dilated. Microscopically, the intestinal wall 
showed more or less inflammation and fibrosis, but 
complete sclerosis never occurred. 

In Figurelli’s earlier researches omental envelop- 
ment following mesenteric resection was never 
successful for stretches exceeding 12 cm., and even 
below that limit was sometimes of value only to 
prevent perforation and permit complete sclerosis 
of the intestinal wall. Comparison with the experi- 
ments reported in this article proved that omento- 
plasty before mesenteric resection gives better re- 
sults. However, even under the latter conditions, 
the lesions in the bowel wall and the tendency ‘o- 
ward stenosis and kinking prevent complete assur- 
ance of success. Mary EizABetu Morse, M.D. 


Exner, F. B.: The Roentgen Diagnosis of Right 
Paraduodenal Hernia: Report of a Case, with a 
Survey of the Literature. Am. J. Roentgen:!., 
1933, XXiX, 585. 

Exner discusses the occurrence, anatomy, aid 
history of right paraduodenal hernia at some lengt!, 
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tabulates ten cases reported since 1923, reviews the 
literature on the roentgen findings in the condition, 
and reports the clinical and roentgen findings in a 
case of his own. 

He states that the roentgen diagnosis necessitates 
a careful and detailed examination of the gastro- 
intestinal tract, including observation of the passage 
of a barium meal through the intestines. It depends 
largely on recognition of the possibility of such a 
condition. 

The most characteristic sign is a clumped appear- 
ance of the intestinal coils, as if they were contained 
in a bag. The coils cannot be displaced from this 
circumscribed mass by any amount of manipulation 
or a change in the patient’s position. The axis of the 
ovoid mass of bowel loops is usually somewhat to the 
right of the midline of the body. When the patient 
is erect the corpus of the stomach tends to sag down 
to the left of the sac while the antrum aad pylorus 
are held up in position. Loops of the small bowel 
tend to be absent from the pelvis. In all cases thus 
far reported the herniated bowel has shown some 
loss of motility, so that there is more or less delay 
in the passage of the barium through the sac. This 
stasis helps to render an unusually large part of the 
bowel visible at one time and thereby accentuates 
the characteristic appearance. The point of exit 
from the sac is sometimes manifested by an abrupt 
change in the caliber of the bowel as it emerges. 

Differentiation from left paraduodenal hernia 
should usually be possible. In left-sided hernia the 
ovoid mass of bowel tends to lie more to the left 
side, and in right-sided hernia it tends to lie more 
to the right side, of the midline of the body. In left- 
sided hernia the stomach tends to ride high on top 
of the sac, while in right-sided hernia it tends to sag 
downward to the left of the sac. Differentiation from 
intestinal non-rotation can be made by bearing in 
mind the fact that in intestinal non-rotation the 
cecum is usually reversed with the ileum entering it 
from the right. Certain rare abdominal anomalies, 
such as subtotal “pericecal’’ hernia, might con- 
ceivably present confusing roentgen findings, but to 
date none has been reported. 

Hartunc, M.D. 


Kittelson, J. A.: The Treatment of Duodenal Fis- 
tula; Including a Report of Two New Cases and 
a Report of a New Buffer Solution. Surg., Gynec. 
& Obst., 1933, lvi, 1056. 


The author reviews ninety-four cases of duodenal 
fistula which he has collected from the literature 
since 1865. He records the type of lesion, the sur- 
gery performed, the nature of the drain used, the 
time of appearance of the fistula, the character of 
the treatment of the fistula, the time the treatment 
was instituted, and the ultimate result. To these 
cases he adds two of his own. As duodenal fistula 
has a mortality of 50 per cent and death may super- 
vene within two days after its development, the most 
essential surgical treatment should be instituted im- 
mediately. A patient with a duodenal fistula be- 
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comes debilitated extremely rapidly from inanition, 
dehydration, and loss of chlorides. 

One of the most important contributory factors in 
the formation of a duodenal fistula is gauze packing. 
Gauze packs increase the cedema usually present in 
the sutured bowel by interfering with the circulation. 
Slight adhesions may form between the sutures and 
the gauze. Removal of the gauze causes traction on 
the sutures which leads to enlargement of one or 
more suture openings. A small opening becomes 
rapidly enlarged by the tryptic action of the pan- 
creatic juice and may soon develop into a fistula. In 
the cases reviewed, surgical treatment had a mortal- 
ity of 50 per cent and conservative treatment a mor- 
tality of 27.7 per cent. 

Effective therapy was first begun in 1923 by 
Cameron, who used continuous suction. In 1927, 
Potter improved the conservative treatment by 
acidifying the discharge with N/1o hydrochloric 
acid introduced deep into the fistula in a continuous 
stream and packing the wound with gauze soaked 
in a mixture of olive oil and beef extract. This 
treatment inactivated the trypsin of the pancreatic 
secretion and supplied a buffer solution on which 
the bile could act without attacking living tissue. 
In addition, the necessary fluids and dextrose were 
abundantly supplied. 

In the two cases treated successfully by Kittelson, 
Potter’s routine was followed except that the 
buffer was supplied by whole lactone milk. 

SAMUEL J. FocEtson, M.D. 


Crohn, B. B., and Gerendasy, J.: Traumatic Ulcer 
of the Duodenum and Stomach. J. Am. MM. Ass., 
1933, C, 1053. 

The possible role of acute abdominal trauma in 
the causation of peptic ulcer is discussed on the 
basis of a review of the literature and the case of a 
woman forty-five years of age who, without any 
previous digestive disturbances, developed a typical 
duodenal ulcer following violent abdominal trauma. 
The diagnosis in the case reported was based on the 
classical subjective symptoms, the findings of 
roentgenographic studies, and the occurrence of 
hematemesis and melwna. The possibility that the 
ulcer may have existed without symptoms prior to 
the injury is considered, but is eliminated because 
the patient was found normally sensitive or even 
hypersensitive to pain by the styloid pressure test 
of Libman. 

A gastro-intestinal ulcer may be regarded as a 
traumatic lesion only if there is proof of the abso- 
lute absence of gastro-intestinal complaints or 
symptoms privr to the injury; the trauma was 
severe and localized to the abdominal wall, pref- 
erably the epigastrium; the onset of symptoms 
followed the injury immediately; and the symptoms 
and signs assumed the characteristics of those of a 
true gastric or duodenal ulcer. 

Traumatic ulcer is of medicolegal importance. In 
compensation cases much depends on the evidence 
of expert witnesses and authorities. Therefore 
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members of the medical profession should acquaint 
themselves with the literature and the facts re- 
garding such lesions, the better to be able to judge 
the statements and evidence of opposing witnesses 
and lawyers. The complainant should not be de- 
prived of fair compensation because of ignorance of 
the facts on the part of the medical expert who is 
called on to answer the usual “hypothetical” ques- 
tion, nor should a malingerer be allowed to set up a 
false claim that cannot be intelligently rebutted by 
medical authorities. SAMUEL J. FocELson, M.D. 


Ebeling, W. W.: Primary Jejunal Ulcer. Ann. Surg., 
1933, XCVii, 857. 

Ebeling reviews forty-six cases of primary jejunal 
ulcer reported in the literature in the period from 
1827 to 1932 and adds another case. In the case he 
reports the Wassermann test had been positive on 
one occasion, but since then had been repeatedly 
negative. When the patient was on a meat-free 
diet the faeces were positive for occult blood. Tests 
of the gastric juice disclosed anacidity, and roent- 
gen-ray examination showed stasis in the duodenum 
and jejunum with obstruction in the first part of the 
jejunum due to ulcers or adhesions. Operation re- 
vealed a stenosing jejunal ulcer involving the entire 
circumference of the bowel and causing a partial 
obstruction 6 in. from the ligament of Treitz. A 4-in. 
portion of the bowel was resected and the continuity 
of the intestine restored by lateral anastomosis. 

Syphilis and tuberculosis must be excluded as 
factors in the production of simple jejunal ulcera- 
tion. The diagnosis of syphilis in the case reported 
by Ebeling was by no means certain. 

In the forty-two collected cases in which the 
data recorded were sufficient for interpretation the 
total mortality was 59.5 per cent. Death resulted 
in only one case in which the ulcer had not per- 
forated. Perforation occurred in thirty-five (83.3 
per cent) of the forty-two cases, and death resulted 
in 24 (68.5 per cent) of these thirty-five. Perfora- 
tion should be followed by immediate surgical 
intervention. The operation of choice, when pos- 
sible, is resection. SAMUEL J. Focetson, M.D. 


Steward, J. A. and Rankin, F. W.: The Blood Sup- 
ply of the Large Intestine; Its Surgical Con- 
siderations. Arch. Surg., 1933, xxvi, 843. 


The description of the blood supply of the large 
intestine given in this article is based on a review 
of the literature and the authors’ study of forty 
specimens by injection and roentgenographic 
methods. This abstract is limited to the part of the 
article dealing with surgical considerations. 

As the arterial pattern in the colon is variable, 
it is essential to deal with each case as a variant. 
Colic arteries should be ligated only when necessary. 
Before an artery is occluded the two adjacent vessels 
should be investigated. The vessels to the portion 
of the bowel involved should be identified. In the 
presence of excessive fat or adhesions, identification 
may be difficult. However, a knowledge of the 
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approximate situation of the vessels and palpation 
for their pulsations will usually establish their 
situation. 

If the part of the bowel involved can be lifted so 
that the mesocolon is vertical to the posterior wall, 
the blood vessels are identified easily. In the 
ascending and descending portions of the colon the 
mesocolon is usually too short to allow appreciable 
upward manipulation. At the line where the upward 
reflection from the posterior wall takes place, there 
is usually slight thickening of the peritoneum and 
the resulting white streak may be incised throughout 
its entire length without danger of encountering 
vessels. The bowel may then be lifted mesially and 
upward and the centrally situated blood supply 
brought into relief. 

Undue pull on the colon will tend to stretch the 
vessels longitudinally and thereby decrease the 
diameter of the lumina, particularly those of the 
marginal and terminal vessels. It may cause also 
acute angulation of a vessel several centimeters 
distant and thereby reduce the anastomotic supp!\ 
at a point where it is most necessary. 

Several anatomical peculiarities serve as guides 
in surgical procedures on the wall of the bowel. The 
slight anastomosis of the arteries necessitates great 
care. When the bowel is to be cut across, as for 
end-to-end anastomosis, more of the vascular 
mesocolic portion of the colon than of the amesocolic 
third should be preserved. This is accomplished by 
cutting the bowel at an angle. When a longitudinal 
incision in the colon is necessary, it should be 
placed in the center of the amesocolic third of the 
bowel. 

When an effort is made to clear fat away from 
the colon the long terminal arteries are exposed to 
considerable danger. In elevating and clamping fat 
tabs, it is easy to include the long arteries. The long 
arteries are the sole supply to the outer third of the 
colon. Care should be taken to avoid pulling the 
epiploic appendages outward too vigorously and to 
place the clamp on the neck of the tab parallel with 
a tangent at the longitudinal muscle band. The 
mesocolic fat should be removed by blunt dissection. 

The marginal artery has been found to be a con- 
tinuous vessel present in all colons. In 5 per cent 
of ascending colons it is replaced by profuse single 
branches. The distance of the artery from the wall 
of the bowel varies from % cm. to several centi- 
meters, and the presence of secondary loops is un- 
certain. The marginal artery is comparable to the 
water main in a city street. Whenever possible, it 
should be left intact. Its presence assures the colon 
of a distal as well as a proximal blood supply, but, 
when necessary, the marginal artery of the part «f 
the intestine being removed may be resected. This 
may be desirable in cases of malignancy. In its 
resection, care should be taken that the remaini»g 
artery extends beyond the cut edge of the colon. 
The principle of the wedge or fan-shaped resection 
applies to resection of the mesocolon with its blood 
vessels. If the wedge of mesocolon includes one of 
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the main colic arteries, the artery itself should be 
made the apex of the resected wedge and ligated as 
close to its source as is compatible with proper 
peritonization of the posterior wall. The resection 
will then include the third set of lymph nodes, the 
set of intermediate nodes, which follows the course 
oi the colic arteries. 

In colostomy the immediate vessels must be con- 
sidered. The marginal artery should always be left 
intact as it is the immediate source of supply to 
the colon and the important anastomosis between 
the arteries of the colon. When an opening in the 
mesocolon is desirable, it should be made between 
the colon and the marginal artery. Ligation of 
several of the terminal vessels may be necessary, 
but this is preferable to ligation of the marginal 
artery or the formation of an opening beneath it. 
Ligation of the vessel may rob the colon proximal to 
the colostomy of a valuable anastomotic blood 
supply, whereas an opening below the artery adds 
an embarrassing amount of bleeding when cutting is 
done across the colostomy opening. 

Some surgeons customarily sew the peritoneum 
to the elevated colon after colostomy. In the 
mesocolic portions of the colon the vessels lie loosely 
beneath the serosa and are often covered with fat. 
fn sewing the peritoneum to the wall of the colon 
it is easy to injure or ligate several of the long 
terminal branches. 

The Mikulicz operation involves several factors 
influencing the blood supply. Proper mobilization 
is essential. If the lesion is pulled upward under 
tension, some circulatory disturbance may result. 
As the veins are more easily collapsed than the 
arteries, passive congestion of the infected mass 
occurs. The resulting compensatory dilatation and 
hyperactivity of the lymph channels will carry the 
infection, if not the malignant growth itself, down- 
ward into the abdominal cavity. 

In resection for benign lesions there is no ad- 
vantage in removing the marginal vessel and the 
main arteries. If an appreciable portion of the colon 
is to be removed, the operation can be greatly 
simplified and shortened by ligating the vessels to 
the part in their central position before an attempt 
is made to remove the bowel. This necessitates 
careful identification of vessels and may not be 
feasible if the patient is obese. When, in the re- 
moval of the right portion of the colon after ileocolos- 
tomy, the ileocolic, the right colic, and the marginal 
arteries just distal to the anastomosis are ligated 
first, resection can be done without further clamping 
and only a negligible amount of blood will be en- 
countered in the distal vessels. 

The splenic flexure lies high and deep. The 
blood vessels to the region, through the marginal 
artery, are almost parallel and are close together. 
If resection of this part is attempted from the 
median aspect, the marginal arteries are in grave 
danger of being injured at points proximal to the 
site of the resection. The attack must be lateral to 
the colon, the splenic flexure being freed along the 


white line of the peritoneal reflection and any con- 
nection between the omentum and the spleen and 
any peritoneal attachments of the colon to the 
posterior wall being severed. The entire splenic 
flexure may then be brought mesially and upward 
with the arteries uninjured. As the left part of the 
transverse colon may have lymphatic drainage up- 
ward to the spleen through the thickened left edge 
of the omentum, removal of this part of the omen- 
tum is advisable. 

The mesosigmoid allows easy exposure of the 
sigmoid. The rules for the handling of the blood 
supply of the colon are applicable to the blood 
supply of the sigmoid. 

The rectosigmoid is characterized by lack of the 
marginal artery, doubtful anastomosis with the 
arteries of the sigmoid through the small last sigmoid 
artery, a more longitudinal direction along the 
bowel of the small arteries to the wall, and loss of 
the mesosigmoid, in the base of which lies the large 
superior hemorrhoidal artery. The sigmoid arteries 
are extremely variable in their origin and number. 
They may all arise from the left colic artery or from 
one large branch of the inferior mesenteric artery. 
The problem of the blood supply to the rectum is 
still important in two-stage abdominoperineal re- 
section. There is but one safe rule to follow: If the 
superior hemorrhoidal artery is severed, the bowel 
below that point should be removed at once. 

The branches of the superior hemorrhoidal artery 
course downward along the rectum and pass through 
the walls to the submucosa. In the lower part of the 
rectum the variable middle hemorrhoidal artery 
enters to form an anastomosis with the superior 
hemorrhoidal artery above and with the inferior 
hemorrhoidal artery, which supplies the anal canal, 
below. Because of the longitudinal direction of the 
vessels, it is possible to perform a posterior resection 
almost bloodlessly after the lower vessels have been 
ligated. The superior hemorrhoidal artery is isolat- 
ed late in the operation on the posterior surface of 
the rectum or rectosigmoid. There is no danger of 
ischemia following ligation of this artery as the 
bowel below the point is entirely removed. This is 
true also in the less radical local excisions of growths 
low in the rectum. 

The marked variations of the middle hamorrhoidal 
artery and the frequent role of this vessel as a 
vesical artery perhaps account for some of the com- 
plications encountered in posterior resections of 
the rectum. 


Buisson, P.: The Interpretation of Failure of the 
Appendix to Fill (Ancora sull’ interpretazione del 
mancato riempimento dell’appendice). Radiol. med., 
1933, XX, 493. 


The author describes a method for the tilling 
and visualization of the appendix which he has 
found extremely successful. It consists essentially 
of the combined administration of opaque material 
by mouth and by enema followed by a thorough 
and frequently repeated examination of the region 
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of the appendix by fluoroscopy and roentgenog- 
raphy with the patient in different positions. The 
most important part of the method is the adminis- 
tration of several meals of opaque material, usually 
not more than three, on two successive days. With 
the use of this method Buisson was able to visualize 
60 per cent of normal appendices after a single 
meal and too per cent after two meals, and 30 per 
cent of pathological appendices after one meal, 70 
per cent after two meals, and 80 per cent after three 
meals. 

Such a reliable method of diagnosis should be of 
great value in the differential diagnosis of appen- 
dicitis and allied conditions and in demonstrating 
the simultaneous presence of a pathological lesion 
of the appendix with other conditions such as gall- 
bladder disease, peptic ulcer, and irritable bowel. 
The principal objections to it center about: (1) the 
possible existence of a physiological condition which 
temporarily makes the lumen of the appendix im- 
pervious, and (2) the cost of the procedure. 

Buisson discusses also the importance of local 
tenderness over the site of the appendix. He is 
inclined to ascribe less importance to such tender- 
ness than to visualization. He regards failure of 
the appendix to fill as the surest single sign of a 
pathological lesion. A. Louts Rost, M.D. 


Borchardt, M.: The Differential Diagnosis of 


Acute Appendicitis (Zur Differentialdiagnose der 
akuten Appendicitis). 
1630, 1701, 1734, 1770. 


Although appendicitis is probably the most com. 


Med. Klin., 1932, ii, 1591, 


mon of all diseases and its clinical manifestations in 
definite cases are quite typical, the number of wrong 
diagnoses remains surprisingly large. In a study of the 
clinical material in the Zurich Surgical Clinic during 
the vears 1927 and 1928, Clairmont found that no 
fewer than 20 per cent of the diagnoses of acute 
appendicitis sent in by general practitioners were 
incorrect. Although this percentage was consider- 
ably decreased in the clinic, operation showed the 
diagnosis to be incorrect in 6 per cent of the cases. 
Pathologists report 10 per cent of the extirpated 
appendices which they examine as being normal. 
In his latest monograph Aschoff estimates the in- 
cidence of erroneous diagnosis as 18 per cent. 
The clinical picture of acute appendicitis, al- 
though characteristic, is changeable. Ambulatory 
cases, mild attacks, and abortive forms of the con- 
dition remain all too often entirely unrecognized. 
Therefore medical help is not resorted to at all or the 
manifestations are so transient that the physician 
sees the case when the characteristic signs can no 
longer be recognized. In some of these cases the le- 
’ sion heals completely, while in others it takes the form 
of latent appendicitis. This explains the fact that 
the apparently first clinically recognized attack which 
leads to operation is almost never the first attack. 
Severe forms of appendicitis may also lead to 
error in diagnosis as the symptoms of peritoneal 
irritation which dominate the clinical picture are 
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prominent also in many other abdominal diseases 
and acute pleuropulmonary diseases may produce 
reflexly very severe symptoms of abdominal irrit.: 
tion exactly like those of acute appendicitis. 

However. the most important factor which may 
excuse and explain the frequent errors is the neces- 
sity for rapid diagnosis, the success of surgery for 
appendicitis being dependent chiefly upon early 
operation. As delay must be avoided, it is best 
to remove a Clinically suspicious appendix even 
when it shows no evidence of disease at operatin 
and the pathologist finds it normal. 

The author names the various conditions which 
in his experience have been mistaken for appeni 
citis in spite of the most careful observation. Amoig 
these is typhlitis which may occur as a primary 
disease or represent the residuum of a generalized 
colitis. In this condition the symptoms of peritoneal! 
irritation as well as the tenderness to pressure my 
be circumscribed, but as a rule are not so sharjiy 
localized to a small area as in true acute appendici' 's 

Another condition mentioned is typhlocolitis 
which, in the opinion of many experienced phy «i 
cians, may lead to appendicitis. Typical of this 
disease is primary diarrhoea, for which the «( 
ministration of castor oil has been recommend ‘J. 
The author rejects this treatment. For cases in 
which the diagnosis is doubtful he recommends 1m. 
mediate surgery based entirely on the local tender 
ness, rigidity, and the pulse curve. 

Even for cases presenting the clinical symptoms of 
so-called acute pseudo-appendicitis, among which 
are included all symptoms of peritoneal irritation, 
the author regards operation as advisable when 
signs of irritation do not perceptibly subside during 
the first twelve to eighteen hours. 

Symptoms of peritoneal irritation may occur. 
particularly in children, during or after acute sore 
throat. Also in this condition there may be a true 
or pseudo-appendicitis with all the difficulties of 
differential diagnosis. The time for operation ‘je 
pends upon the persistence or rapid disappearance 
of the typical symptoms of peritoneal irritation 
during the first twelve to eighteen hours after the 
beginning of the attack. 

The author is unable to confirm the frequenc 
of true acute appendicitis during the course of 
grippe and grippe epidemics which has been 1° 
ported by many surgeons. In his opinion most of 
these cases are pleuropulmonary forms of grijpe 
with symptoms of peritoneal irritation. The same 
clinical picture may occasionally be found in pneu 
monia, pleurisy, and the so-called intestinal forms 
of influenza. In these conditions also the surgeon 
must observe whether the symptoms of irritation 
subside within the allotted interval. Occasiona|ly 
true appendicitis occurs during the course of 1n 
fluenza and pleuropulmonary disease. 

Measles and diphtheria often produce the picture 
of pseudo-appendicitis, and of course true apper ‘i- 
citis may occur in association with them. {he 
theory of Hilgermann and Pohl that diphthe ia 
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bacilli alone may produce a true acute appendicitis 
has not been definitely proved. 

With regard to involvement of the appendix in 
typhoid fever there is a wealth of literature. In 
1923 Madelung wrote an exhaustive monograph on 
the subject. The author believes that it is at least 
doubtful whether true appendicitis can be produced 
by typhoid bacilli alone. 

The symptoms of paratyphoid and dysentery are 
similar to those of appendicitis. The author reports 
a case of true appendicitis with dysentery in a five- 
year-old boy which was difficult to diagnose but 
was cured by operation. The appendix in this case 
was not involved by the dysenteric process, as a 
pathologico-anatomical study revealed in the tip 
of the appendix severe necrotizing, phlegmonous 
inflammation with no demonstrable relationship to 
the dysentery. 

Because of the frequency with which it is con- 
fused with appendicitis, particular attention should 
be paid to the clinical picture of cyclic vomiting 
with acetonemia which occurs chiefly in neuropathic 
children between three and twelve years of age. 
This clinical picture is little known. The vomiting, 
the poor general condition with usually a high fever, 
and the retracted scaphoid abdomen may be mis- 
taken for manifestations of appendicitis. Medical 


treatment by the administration of glucose, the in- 
jection of ro units of insulin, and the administra- 
tion of camphor and caffeine may save life, whereas 
surgical removal of the always normal appendix 
inflicts serious trauma. 

Particularly difficult to differentiate from appendi- 


citis are the so-called umbilical colics of small chil- 
dren. The author cannot accept the view that these 
colics are due merely to a neurogenic functional 
disturbance. He warns against delay in operating 
as pain localized about the umbilicus is often the 
only evidence of appendiceal disease. 

In persons with intestinal oxyuriasis and other 
parasitic infections of the intestines the picture of 
appendicopathia halmintia (Aschoff) occasionally 
appears. Contrary to the view of Rheindorf, this 
is not a true appendicitis but rather an irritative 
condition for which operation is indicated. 

In Henoch’s abdominal purpura the question of 
appendicitis does not usually arise. The irritation and 
small hemorrhages by which the viscera, particularly 
the intestinal walls, are involved may occur also in 
the appendix but usually do not justify appendec- 
tomy. 

Great difficulties in differential diagnosis may be 
presented by tuberculosis of the peritoneum and the 
intra-abdominal organs. The symptoms are often 
so that exploratory laparotomy is indi- 
cated, 

The author discusses also the clinical manifesta- 
tions of omental torsion, inflammation of the omen- 
tum, omental tumor, torsion of appendices epi- 
ploice, diverticula of the large intestine, Meckel’s 
diverticulum, and cysts of the urachus, and calls 
attention to the difficulty and even the occasional 
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impossibility of differentiating these conditions from 
acute appendicitis without operation. In addition 
he discusses in detail acute attacks in renal and 
ureteral lithiasis, acute right-sided pyelitis, para- 
nephritic abscesses, floating kidney, and acute 
cholecystitis. These conditions are very frequently 
mistaken for acute appendicitis, but if the patient 
is examined carefully the error is usually avoid- 
able. 

In conclusion Borchardt discusses the acute dis- 
eases of the female genitalia, which are among the 
most frequent causes of error in the diagnosis of 
appendicitis. ‘These include acute inflammation of 
the adnexa, ectopic pregnancy, twisted ovarian 
tumors, ruptured ovarian cysts, twisted tubes, and 
hematosalpinx. Only skillful palpation and the use 
of all other methods of examination can prevent 
errors of diagnosis in these conditions. Of particular 
interest is the reference to the frequency of acute 
appendicitis during pregnancy. The mortality of 
unrecognized appendicitis in pregnancy is still be- 
tween 35 and 60 per cent. SCHENK (Z), 


Nario, C. V.: Surgical Treatment of Certain Lesions 
of the Sigmoid Colon (Terapéutica quirtirgica 
de algunas lesiones del asa sigmoide). Arch. uru- 
guayos de med., cirug. v especial., 1933, li, 319. 


Cancer of the sigmoid is a scirrhous tumor which 
is small and obstructive and metastasizes to the 
regional lymphatics rather late. Its development 
passes through three clinical stages, the first char- 
acterized by dyspepsia, the second by chronic ob 
struction, and the third by acute obstruction. ‘The 
condition is rarely diagnosed in the incipient stage 
or first period. The diagnosis may still be regarded 
as early when the second period of development has 
been reached. Even in this stage there is sometimes 
a palpable tumor with localized peritonitis. In the 
third period the clinical picture is that of an acute 
surgical condition of the abdomen. 

Surgical therapy varies according to the location 
of the cancer. When the tumor is high up in the 
freely movable loop of sigmoid a left pararectus 
curved incision is made which can be subsequently 
enlarged either above or below as required. The 
growth is then mobilized by manual separation of 
adhesions if possible. For external delivery of the 
involved loop, section of the mesentery may be 
necessary. Following exteriorization, the wound is 
sutured around the delivered loop. The loop may 
be extirpated at once or, if obstruction is not com 
plete, at a later period. Ata still later date the ends 
may be sutured outside of the peritoneal cavity. 

When the growth is lower down in the recto 
sigmoid, the procedure followed is essentially that 
devised by Lockhart-Mummery. After exploration 
of the affected loop of sigmoid the arteries are ligated 
and sectioned. A racquet incision of the pelvic 
peritoneum is then made and the underlying cellular 
tissue and lymphatics are dissected free. The su- 
perior hemorrhoidal artery is ligated and the para- 
rectal space dissected free. The bowel is then 
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clamped below the tumor, cut, and delivered ex- 
ternally. The rectal segment is closed and covered 
over again by peritoneum of the pelvic floor. The 
abdominal incision is closed around the delivered 
loop of sigmoid and the loop is later extirpated so 
that a permanent colostomy remains. 

In megacolon, surgery may be indicated for acute 
volvulus or simple sigmoidal megacolon with stasis 
and retention. In acute volvulus the abdomen is 
explored through a left rectus incision and the 
volvulus untwisted. If the parts are viable, sig- 
moidopexy is performed. When the entire loop is 
to be removed it is mobilized by section of the 
mesocolon and the entire loop is exteriorized. Later, 
the bowel segment is excised, and still later the con- 
tinuity of the lumen of the bowel is restored by ex- 
traperitoneal closure. R. MEEKER, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Halperin, G.: Regenerative Capacity of the Extra- 
hepatic Biliary Tracts; A Clinical and an Ex- 
perimental Study. Surg., Gynec. & Obst., 1933, 
lvi, 868. 

The many possible lesions of the extrahepatic bile 
ducts and the numerous surgical procedures at- 
tempted for their correction are reviewed. The use 
of a rubber tube to bridge a defect in the common 
bile duct is discussed in detail, particularly with 
relation to the ingrowth of an epithelial lining for the 
artificial tube. Many surgeons report having found 
regeneration of the biliary epithelium within the 
tract formed by omentum, adhesions, and adjacent 
viscera when the rubber tube was passed, but others 
have consistently found only a connective tissue 
lining. Adhesions invariably cause marked shorten- 
ing of the tube. 

The author operated upon 135 dogs and completed 
28 successful experiments in which a rubber tube was 
used to replace a defect in the common duct. The 
termination of the tube was of 3 types. In some of 
the experiments the distal end of the tube was in- 
serted through the ampulla of Vater. In others, it 
was buried in the duodenum as in the Witzel tech- 
nique. In a third group it was secured in the com- 
mon duct 1 cm. or more from the ampulla. In each 
instance omentum was wrapped about the interven- 
ing rubber tube. 

An ascending infection developed in the majority 
of the dogs and was always present when a stenosis 
occurred in the regenerated duct. Epithelial regen- 
eration occurred readily when only longitudinal slits 
were made in the common duct. When the new 
channel was artificial in its entire circumference, 
epithelium did not grow into it, but when only 50 
per cent of the circumference of the new duct was 
artificial, epithelial regeneration was complete in the 
majority of the experiments. It is obvious from the 
results that the blood supply determined the suc 
cess or failure of the epithelial ingrowth. 

STANLEY H. MENTzER, M.D. 
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Paez, E. M.: Experimental Obstruction of the Com- 
mon Bile Duct (La obstruccion experimental «c| 
coledoco). Rev. méd.-quirtirg. de patol. femininu, 
1933, 1, 431- 


From the investigations reported in this article the 
author draws the following conclusions: 

1. Experimental ligation of the common duct in 
the dog always produces the icteric syndrome, re- 
gardless of the conditions under which it is done. 

2. The icterus is independent of infection, its in- 
tensity varying only with the renal threshold of 
elimination of bilirubin, the biligenic capacity of the 
liver, and the degree of compensation by the exira- 
hepatic biliary ducts. 

3. Clinical icterus has no relation to the curve of 
bilirubinamia. 

4. The compensatory réle played by the extra 
hepatic biliary ducts is related to the dilatations of 
these ducts immediately following the operation and 
the absorption occurring subsequently. 

5. Icterus caused by aseptic ligation of the com- 
mon duct is due to (a) simple biliary reflux, and ||) 
secondary hepatosis. 

6. The typical hepatic lesion in experimental! vc 
clusion of the principal bile duct is paraportal heja 
tosis (fatty degeneration). 

7. The degenerative hepatic lesion is due to \«) 
the action of the bile on the cells, (b) the action of 
the bile on the neurovascular system which prodiices 
changes in the portal circulation resulting in cellular 
changes. 

8. In the dog, biliary cirrhosis as the final stige 
of biliary stasis was not demonstrated, only i” iren- 
chymatous atrophy being apparent. 

R. MEEKER, I) 


Pauchet, V., and Hirchberg, A.: Some Observations 
on the Surgery of the Bile Passages— Drainage 
and Cholecystostomy. Operative Technique. 
Discussion and Deductions (A propos de ur! 
ques obsérvations de chirurgie des voies biliaire 
accéssoires. Drainage et cholécystostomy. 111) 
nique opératoire. Discussion et deductions). 
de chir., Par., 1933, lii, 75. 


The problem of calculous or catarrhal choleeysiiti. 


is still unsolved in many of its phases. Therefore tlic 
therapy remains a subject for discussion. As the 
frequency of associated lesions is extremely hich, 
operation should always include a thorough ¢x 
ploration of the adjacent viscera. 

Among the lesions which may complicate chole 
cystitis, colitis is frequent. Often there are a? 
colic adhesions. Frequent also are duodenal «1 
pyloric adhesions and gastric ulcer. Of much icss 
importance is appendicitis. In cases of cholecys''!i> 
based on haemolytic jaundice, splenomegaly 's. 

Among the gastric symptoms, hyperacidity is 
more common than hypo-acidity. Anacidity in | he 
resting stomach often coincides with hy nsoaraaged 
after a test meal. Hyperistalsis is rare. Aéropha¢ 
is often directly related to gall-bladder disease | a 
may be cured by cholecystectomy. 
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When serious lesions are associated with gail- 
bladder disease the treatment is particularly diffi- 
cult. 

‘The anesthesia of choice for gall-bladder surgery 
is high spinal anesthesia. When the proper tech- 
nique and dosage are used (discussed by the author 
in detail), no untoward effects are observed or, 
at most, there is slight nausea. For simple chole- 
cystostomy, local infiltration an:esthesia is suflicient. 

In the treatment of cholecystitis, even of the 
calculous form, drainage has recently been gaining 
ground, Drainage is especially valuable in cho- 
langeitis and pancreatitis. However, when the gall 
bladder is definitely altered, cholecystectomy is pref- 
erable unless there are complicating lesions. 

When cholecystitis is found at operation as a 
complication of more important lesions of the ap- 
pendix, colon, or stomach, the gall bladder should be 
left undisturbed and the chief lesion treated. ‘The 
author cites a case in which gastro-enterostomy was 
performed for pyloric obstruction of biliary origin 
and the calculous gall bladder, the original source of 
the trouble, was not removed until three years 
later. The surgeon is always tempted to do a com. 
bined operation, but the dangers are very great be- 
cause of the usual decrease of the functional capacity 
of the liver. 

The results of drainage are generally good, the 
favorable effects becoming manifest after from ten 
to fifteen days. However, certain difficulties may 
be encountered. A calculus which has been over- 
looked may arrest the flow of bile. Occasionally the 
gall bladder becomes fibrotic and cholangeitis de- 
velops. When there is an associated pancreatitis, 
the symptoms re-appear with closure of the fistula. 
Under such circumstances a new element has been 
added by the operation, namely, infection. If the 
cholangeitis is severe, the surgeon must re-operate 
promptly and re-establish drainage with a Kehr or 
Duval tube. 

Cholecystectomy gives almost constantly good 
results, especially when stones are present. Re- 
appearance of the symptoms after a period of relief 
is most grave. Post-prandial diarrhoea, anorexia, 
loss of weight, and biliary colic indicate the presence 
of pancreatitis. 

Twelve cases are reported in detail to illustrate 
some of the difficulties encountered in gall-bladder 
surgery. 

The techniques of drainage through the ampulla 
of Vater and of choledochoduodenostomy are shown 
by drawings. Avpert F, DeGroat, M.D. 


Amorsi, O.: Changes in the Viscera Following Total 
Deviation of the Bile from the Intestine (Le 
alterazioni degli organi consecutive alla derivazione 
totale della bile dall’ intestino). Ann. ital. di chir., 
1933, Xii, I. 

_ The author established a complete biliary fistula 

in dogs, kept the animals under observation for a 

period of five months, and at the end of that time 

killed them and studied their organs histologically. 
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More or less well marked changes (shown by photo- 
micrographs) were found in the liver, spleen, kid 
neys, suprarenals, thyroid and parathyroid glands, 
bones, lymph nodes, pancreas, stomach, duodenum, 
and blood. Amorsi believes that these changes may 
have been due to a toxemia or to a change in pig- 
ment or calcium metabolism secondary to lack of 
bile in the body. EucEne T. Leppy, M.D. 


Huard, P., and Montagné, M.: Studies on the Tech- 
nique of Splenectomy for Splenomegaly (Re- 
cherches sur la technique de la splénectomie pour 
splénomégalie), J. de chir., 1933, xli, 608. 

The spleen being a relatively inaccessible organ, 
especially when it is enlarged or adherent, a large 
number of methods of approaching it have been 
devised. The various routes adopted may be classi 
fied as the abdominal, the thoracic, and the «b 
dominothoracic. 

The abdominal approach often requires exces 
sively mutilating incisions. Important vessesl and 
nerves must be cut and, to obtain exposure, resec 
tion of the costal cartilages may be necessary. 

The phrenicothoraco-abdominal route (Auvry, 
1899; Schaefer, 1902) gives thorough exposure of the 
splenic fossa, but involves a pneumothorax that 
many patients with splenomegaly are unable to 
tolerate. ‘To avoid this inconvenience the authors 
have devised an operation in which advantage is 
taken of the infrapleural space which exists between 
the lower border of the pleura and the diaphragm 
at the level of the eleventh rib, about 5 cm. medial 
to the free extremity of the rib. The problem of 
obtaining sufficient exposure is solved by two circum- 
stances: (1) the pleural cul-de-sac is frequently 
obliterated at this level in splenomegaly, and (2) the 
cul-de-sac is of sufficient depth that, being only a 
potential cavity, it may be opened without creating 
a pneumothorax. The eleventh rib is therefore 
resected and the incision carried through its bed 
and through the diaphragm. The thoracic incision 
is carried downward and forward through the 
abdominal wall a variable distance depending upon 
the size of the spleen. With the use of this incision 
the surgeon has the choice of bringing the spleen out 
of the abdominal cavity or of immediately ligating 
the pedicle. To reduce the size of the organ and 
save blood, epinephrin may be injected directly or 
into the splenic artery. 

The authors describe in detail the variations of 
the operation which may be employed to meet 
special conditions. The article has sixteen illustra- 
tions. F, DeGroart, M.D. 


Lucchese, G.: Sympathectomy of the Splenic Ar- 
tery (La simpatectomia dell’arteria splenica). Arch. 
ital. di chir., 1933, XXXiii, 585. 


Lucchese reviews the scanty literature on changes 
following sympathectomy of the splenic artery and 
reports experiments which he carried out on rabbits. 
In the latter he destroyed the sympathetic plexus 
by painting the circumference of the artery with 
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6 per cent phenol. Two of the eight rabbits died. 
The others remained in good condition and were 
killed from thirty to forty days after the operation. 
Normal rabbits were used as controls. The results 
are shown by tables and graphs and are summarized 
as follows: 

The resistance of the red corpuscles was dimin- 
ished as regards its maximal limit but especially 
as regards its minimal limit. The coagulation time 
was markedly decreased. The platelets were in- 
creased beyond the usual rise after any operative 
intervention. The curve reached its peak during 
the first week and remained high for a month. 
Van den Bergh’s reaction for bilirubin in the serum 
was negative. The red count and the total and 
differential white counts were unaffected. Before 
the operation adrenalin constantly produced a 
lymphocytosis, whereas after the operation it caused 
a neutrophilic leucocytosis. Microscopic examina- 


tion showed the veins of the splenic pulp to be greatly 
congested. The cellular composition of the pulp, 
the lymphoid corpuscles, and the trabecule did not 
differ essentially from the normal. 
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In conclusion Lucchese says that destruction of 
the periarterial sympathetic plexus modifies some 
of the phenomena generally attributed to the spleen. 
However, the theory of a mere augmentation of 
function due to hyperemia is not sufficient to ex- 
plain the changes as the congestion is produced })y 
destruction of the neurovegetative system. An in 
crease in the blood supply may be combined with 
marked atrophy of the parenchyma such as occurs 
after sympathectomy on the male genital organs. 
The spleen lends itself poorly to the investigation 
of this problem. The disappearance of adrena:in 
lymphocytosis after sympathectomy is perhaps re- 
lated to inhibition of splenic contraction, as the 
latter may be the method of action of the sym- 
pathetic system on the spleen. The return of the 
various phenomena to their original state about a 
month after sympathectomy may be due either to 
re-establishment of the functions of the splenic 
plexus or to vicarious action of the general lymp|v 
poietic system. 

The article has an extensive bibliography. 

Mary EvizABETH Morse, M1) 


GYNECOLOGY 


UTERUS 


Magnani, L.: Clinical Observations on Torsion 
of Fibromyomata of the Uterus (Osservazioni 
cliniche sulla torsione nei fibromiomi uterini). Riv. 
ital. di ginec., 1933, xlv, 403. 


Axial torsion of the fibromatous uterus and torsion 
of pedunculated subserous fibroids have received con- 
siderable attention, but most of the discussions are 
based on a single case or a limited number of cases. 

Most authorities agree that such torsions are 
relatively rare. However, the number of cases re- 
ported has gradually increased. In 1899 Ferroni 
collected 20 cases of torsion of the pedicle of sub- 
serous pedunculated fibroids, and in 1930 Dallera 
was able to collect 70. In 1914, Cova estimated the 
number of recotded cases of torsion of the fibro- 
matous uterus on its axis at about 100, but in 1926 
Hitzanidés was able to collect only 86. In 1930, 
Petridis added 16. 

According to Piquand and Lemeland, torsion 
vccurs in about 1 of every 400 cases of fibromatous 
uterus, but in the author’s series of cases it occurred 
in about 2 of every 100 cases, an incidence which 
corresponds to that given by most statistics (Col- 
lingworth). 

Magnani reports 22 cases in which the clinical 
diagnosis was verified at operation. In 5 there was 
torsion of a pedunculated fibroid; in 15, torsion of 
a fibromatous uterus; and in 2, a combination of 
both. 

The symptoms are dependent upon the character 
of the onset (acute, subacute, or insidious). Pain, 
fever, visceral disturbances, and metrorrhagia are 
practically constant. 

Torsion of pedunculated fibroids is most common 
at about the age of forty years because of the in- 
creased frequency of fibroids at that age. The size 
of the tumor has some influence, and the location of 
the tumor is of great importance. In the author’s 
cases the tumors were situated most frequently in 
the tubo-uterine angles. Of 22 cases of torsion of 
pedunculated fibroids reported by Piquand, the 
neoplasm arose from the middle of the fundus in 12, 
from the anterior wall of the uterus in 4, from the 
posterior wall in 4, and from the angles in only 2. 
The structure of the tumor, particularly eccentric 
cavities filled with fluid or pus and eccentric cal- 
cification, may be a factor in torsion. Other factors 
are the length and thickness of the pedicle. Changes 
in the position of the gravid uterus also exert an in- 
fluence. Of the author’s 7 cases of torsion of pedun- 
culated fibroids alone or associated with torsion of 
the uterus, 6 were those of multiparw, whereas of 
his 15 cases of torsion of the fibromatous uterus, 13 
were those of nullipare, 


Torsion of the fibromatous uterus is favored by 
injuries to the abdomen, brisk movements of the 
uterus, sudden violent peristalsis, and subserous 
pedunculated fibroids. 

The mechanism of the torsion is rather obscure. 
While many theories have been advanced to explain 
it, none of them applies to all cases. 

Torsion of the uterus seldom exceeds oo degrees, 
but 2 or more complete turns have been reported. 
The most pronounced torsion in the author’s cases 
(180 degrees) occurred in the pedicle of a subserous 
pedunculated fibroid. 

The associated pathological changes were ad- 
hesions, which were present in practically all cases 
and predominantly omental, and ascites, which was 
present in only 2 cases. 

The diagnosis of torsion is difficult especially 
when the condition has an insidious onset. 

Cases of supposed torsion of a fibromatous uterus 
or of pedunculated fibroids in which such torsion 
was not found at operation cause the author to 
conclude that detorsion occurs as readily as torsion. 

The author believes that the operative mortality 
at the present time is certainly below the 8 per cent 
reported by Piquand and Lemeland in t909. Accord- 
ing to Piquand and Lemeland, the mortality in 
acute cases not operated upon is 63 per cent. 

Operation should be done as soon as possible after 
the crisis. The operative procedures vary from con- 
servative measures to hysterectomy. 

The most frequent complication is thrombo- 
phlebitis. 

All of the author’s cases were treated surgically 
with good results. Grorce C, Frnota, M.D. 


Petit-Dutaillis, P.: A Comparison of Different 
Methods of Using Radium-Surgery in Epithe- 
lioma of the Cervix Uteri With Other Methods 
of Treating Such Cancer (Confrontation de di- 
verses méthodes de radium-chirurgie de |’épithé- 
liome du col avec d’autres modes de traitement de 
ce cancer). Gynécologie, 1933, XXxii, 5. 

Statistics from various clinics show that the pri- 
mary mortality of present-day radium therapy of 
cervical cancer is 3.3 per cent. Death is due almost 
invariably to infection, and the way in which the 
radium is applied is undoubtedly an important fac- 
tor in the development and severity of inflammatory 
processes (cellulitis, salpingitis, phlebitis, peritonitis, 
and septicemia). 

The author recommends the following methods of 
treatment: 

1. Uterovaginal radium therapy after curettage 
and cauterization. This is recommended for patients 
in Groups 2, 3, and 4. Curettage should be followed 
by cauterization with heat. This seems to safeguard 
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the patient against hemorrhage and infection. The 
curette removes the bulk of the involved tissue and 
the cautery completes the destruction, seals off 
vessels, and prevents dissemination of cancer cells 
through channels opened by the curette. The 
uterovaginal application of radium must be such that 
it delivers a dose to all affected areas without caus- 
ing burns of vital structures which may lead to 
fistula of the rectum or bladder. During and follow- 
ing the use of radium, vaginal and uterine irrigations 
with weak antiseptics should be employed to reduce 
local infection. In three or four months scar forma- 
tion and healing will be complete. 

2. Uterovaginal radium therapy, following cu- 
rettage and cauterization and supplemented by 
radium therapy over the buttocks. This is applicable 
to cases of Group 4 with fistula. The technique in- 
cludes curettage, cauterization, and the placing of 
radium as in the first method. In addition, bilateral 
perineal incisions are made and radium is intro- 
duced near the internal obturator muscle, between 
the muscle and the aponeurosis in the ischio-anal 
fossa. The object of this procedure is to suppress 
metastases by treating important lymphatic chains 
more directly than is done in most methods. 

3. Uterovaginal radium therapy after amputa- 
tion of the cervix. This treatment is indicated in 
cases of Group 1. Many surgeons irradiate these 
early cases first and perform an abdominal complete 
hysterectomy six weeks later. After hysterectomy 
radium irradiation is hopeless as the radium cannot 
be inserted effectively and the peritoneum is close 
to the field where it must be applied. The author 
amputates the cervix and then applies radium either 
immediately or after healing of the surgical wound. 
This procedure has resulted in a cure in every case 
of Group 1 in which it has been used. 

In cases of cancer of the cervix treated by radical 
abdominal operation the mortality ranges from 5.5 
to 19 per cent. In 51 cases which the author treated 
by his various methods of surgical preparation for 
radium therapy there was only 1 death, a mortality 
of 1.9 per cent. 

Of his cases in Groups 2, 3, and 4, the author ob- 
tained a cure in 24 per cent, whereas Regaud’s 
statistics for a similar group showed the incidence of 
cure to be 28 per cent. On the other hand, of his 
cases in Group 4, the author obtained a cure in 20 
per cent, whereas Regaud obtained a cure in only 2 
per cent of similar cases. 

Of his cases of Group 1, the author obtained a 
cure in 100 per cent and Regaud a cure in only 71.5 
per cent. Monod reported a cure in 56 per cent of 
ninety-seven cases in Groups 1 and 2. Hartman ob- 
tained a cure in 83 per cent of cases in which radium 
therapy was followed by hysterectomy, and Faure 
obtained a cure in 66 per cent of cases similarly 
treated. 

* The author draws the following conclusions: 

1. The Wertheim operation is far from ideal. 

2. The problem of treating cancer of the cervix 
today is not the choice between radium irradiation 
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and operation, but the choice between radium irra 
diation alone and combined with surgery. 

3. Radium therapy has a lower mortality tha), 
radical surgery, and surgery combined with radi), 
irradiation seems to have still further decreased {|\:- 
mortality. Grorce Frvora, M.D., 

GrorcE H. GARDNER, 


ADNEXAL AND PERIUTERINE CONDITION: 


Taylor, J. M., Wolfermann, S. J., and Krock, |: 
Arrhenoblastoma of the Ovary. Surg., Gynec. 
Obst., 1933, lvi, 1040. 


The case of arrhenoblastoma of the ovary 
ported in this article is the first reported from 1)\\- 
United States and the twenty-seventh to be recori{«| 
in the literature. It shows the powerful influci 
exerted by sex hormones on the development o! | |i. 
secondary sex characteristics. 
of the ovary are most common between the 3:«- 
of twenty-one and thirty-five years. 

The signs of such tumors include defeminizat 
masculinization, pain, and blood changes. | 
earliest signs are usually amenorrhcea and steri!ii\ 
The breasts atrophy, the genitalia, with the exc), 
tion of the clitoris, become hypoplastic, the vagina! 
canal becomes short and contracted, and the bu, 
of the uterus and the cervix become atrophic. ‘I livre 
is an excessive growth of hair on the body. A beard 
appears, and the pubic hair is of the male ty 
The facial expression is masculine because of course 
ness of the features and bushiness of the eyebrows. 
The voice is low pitched. In long-standing cases 
the clitoris is hypertrophied. Pain is usually caused 
by pressure of the rapidly growing tumor. Anwmia 
and fever are usually present. The Aschheim 
Zondek test is negative. After removal of the tumor 
the normal female characteristics are restored. 

The treatment indicated is removal of the tumor. 
Only one ovary is affected. 

Meyer distinguishes the following three histoloxi- 
cal types of arrhenoblastomata: 

1. Adenoma testiculare. This structure is ver) 
similar to the tumor of the same name occurring 
in the testis and is predominately tubular. It causes 
masculinization only exceptionally. 

2. Atypical tumors. These cause marked muas- 
culinization. The structure of the tumors is sarcomia- 
like and the tubules are often rudimentary. 

3. Intermediate group. These are a mixture of 
Groups 1 and 2. They arise from undifferentia‘ed 
germ cells in the hilum of the ovary. They are 
malignant, but usually do not metastasize before =ix 
or seven years. T. FLoyp Bett, 


EXTERNAL GENITALIA 


Fagioli, M.: Solid Tumors of the Glands of Bart}o- 
lin (Tumori solidi della glandola di Bartoli) 
Riv. ital. di ginec., 1933, XV, 80. 


Benign neoplasms of the glands of Bartholin \'e 
the rarest of all benign neoplasms of the vu! « 
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Qn the basis of their structure they have been 
classified as fibromata, lipomata, fibromyxomata, 
and fibromyomata. 

Fibromata may arise from many diverse points. 
they develop most frequently from the labia 
majora and less frequently from the labia minora, 
clitoris, hymen, urethral orifice, posterior vulvar 
commissure, frenulum, round ligament, and glands 
o! Bartholin. 

In the chapter on diseases of the vulva in Stoeckel’s 
recent treatise, Kehrer cited only four cases of solid 
tumors of the glands of Bartholin. De Gironcoli 
collected seventy-three cases of benign tumors of 
ihe vulva from the literature and reported two 
others. His collection included three tumors arising 
from the labia minora and seventy-two arising from 
the labia majora, but none arising from the glands 
of Bartholin. 

In 1932 Garofalo reported a tumor originating 
from the connective tissue of the labia majora and 
a tumor arising from an implant. 

The author reviews the various theories regarding 
the pathogenesis. According to von Recklinghausen, 


.these tumors arise from the connective tissue of 


cutaneous nerves. Huertle and Nauwerk distinguish 
between those arising from the blood-vessel sheaths 
and those having their origin in the sweat glands. 
De Gironcoli is uncertain of their origin. By some, 
the neoplasms are believed to have their beginning 
in the smooth muscle, round ligaments, or inter- 
stitial tissue of the glands of Bartholin. Luque 
questions whether solid tumors occur in the glands 
of Bartholin. 

In the study of the works of Veit, Klob, Scanzoni, 
Maly, Crossen, Graves, Meyers, and others the 
author found that up to the present time no one 
has attributed the genesis of fibromata of the labia 
majora to the glands of Bartholin. 

The case reported by Fagioli was that of a woman 
thirty-one years of age who had had two children. 
Menstruation began at the age of fourteen years 
and had always been regular. The menstrual flow 
was moderate. There was no history of leucorrhcea. 
General physical examination and urinalysis were 
entirely negative. The vulva were found displaced 
toward the left by a tumor mass the size of a nut 
which arose from the right side of the introitus. 
No macule of Saenger were noted, and there was 
no leucorrhsea. On palpation of the labia a hard, 
smooth, painless, mobile tumor mass the size of a 
large nut was found at the right posterolateral 
margin of the vaginal orifice. The orifices of both 
Bartholin glands were distinctly visible. Smears 
showed a few gram-negative bacilli and many 
chains of streptococci. A diagnosis of cyst of Bartho- 
lin’s gland was made. After its excision, the tumor 
was found to be solid. 

On histological examination of the specimen no 
trace of glandular tissue could be discovered. Serial 
sections showed the entire tumor to be composed 
of a compact tissue of uniform fibrillar structure 
with fusiform cells presenting elongated nuclei. All 


of the tissue was discretely vascularized by a series 
of blood vessels irregularly distributed in the pa- 
renchyma. There were no areas of regression or 
necrosis. The histological diagnosis was fibroma. 
As there was no evidence of an inflammatory 
reaction, the author concludes it unnecessary to 
distinguish this benign tumor from the products 
of a chronic inflammatory process. While Kehrer’s 
demonstration of smooth muscle fibers in these 
fibromata suggests a round ligament origin, Fagioli 
calls attention to the fact that the glands of Bartho- 
lin also contain smooth muscle as well as striated 
muscle. GeorceE C. Fino.a, M.D. 


MISCELLANEOUS 


Witherspoon, J. T.: The Interrelationship Between 
Ovarian Follicle Cysts, Hyperplasia of the 
Endometrium, and Fibromyomata; A Possible 
Etiology of Uterine Fibroids. Surg., Gynec. & 
Obst., 1933, lvi, 1026. 


‘The author reviews the formerly accepted theories 
as to the origin of uterine fibroids and discusses the 
histogenesis of the tumors and the influence of 
heredity, sterility, and race in their development. 
He cites in particular Sampson’s theory that local 
hyperplasia of uterine muscle cells is caused by the 
stimulus of menstrual blood which has acquired 
access to the myometrium by retrograde flow through 
the venous sinuses of the endometrium. ‘The ob- 
servation made by Polak and Lynch that fibroids 
are frequently associated with glandular disturb- 
ances is discussed. Ovarian activity has generally 
been considered a factor in the development of 
fibroids because these tumors occur most frequently 
in the years of greatest ovarian function. The cause- 
and-effect relationship of follicle cysts of the ovary 
and hyperplasia of the endometrium is discussed on 
the basis of observations made by Schroeder and 
Meyer. That hyperplasia of the endometrium is- 
caused by excess cestrin stimulation from the mul- 
tiple follicle cysts of the ovary is indicated by the 
following facts: 

1. It is observed only during the years of greatest 
functional activity. 

2. It occurs at the two extremes of menstrual 
life, when the ovarian cycle tends not to follow its 
normal rhythm because it is just beginning or ending. 

3. There is no evidence of an inflammatory origin 
as it occurs in very young girls. 

4. The bleeding resulting from it is checked by 
removal of the ovaries and by destruction of ovarian 
function by X-ray irradiation. 

5. Curettage gives only temporary relief, a fact 
suggesting that it does not reach the cause. 

6. Follicle cysts are found constantly, and the 
blood contains an excess of follicle hormone at such 
periods. 

7. (Estrin has been proved experimentally to be 
a growth hormone to endometrial glands and stroma, 
and hyperplasia of the endometrium presents similar 
histological characteristics. 
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8. Hyperplasia of the endometrium is found after 
the menopause in association with granulosa-cell 
tumors which give rise to excess ovstrin or hyper- 
cestrinism in the blood. 

yg. The absence of corpora lutea precludes the 
formation of progestin. 

1o. The lack of progestin, the corpus luteum 
hormone, is confirmed by the absence of endometrial 
secretory changes normally produced by this 
hormone. 

Since the uterus as a whole is involved in the pro- 
ductive process, it seems logical to conclude that 
the action of cestrin is not limited solely to the endo- 
metrium, but affects also myometrium, especially 
if there is pathological stimulation of this tissue at 
the same time that the endometrium is being ab- 
normally stimulated to undergo hyperplasia. Since 
the rate of growth of fibromyomata is not exceed- 
ingly rapid except in pregnancy and malignancy, 
and possibly in youth, it seems logical to assume 
that if these growths are the results of unopposed 


INTERNATIONAL ABSTRACT OF SURGERY 


cestrin stimulation of the myometrium, their appear- 
ance would be slower than the hyperplastic endo. 
metrial changes. Hence it might be concluded that 
the unopposed action of cestrin on the uterus result; 
in: (1) immediate endometrial changes character 
ized by hyperplasia, and (2) more latent myometria| 
disease of the nature of fibromyomatous growths. 
if the hormonal stimulation is prolonged sufficiently 

On the basis of this hypothesis the author made 
a study of 26 cases of hyperplasia of the endometrium 
in which the diagnosis was confirmed at operation, 
and a second operation was performed for fibro 
myomata after an approximate interval of four vear- 
and four months. In addition to the findings of thi- 
study he reviews 124 cases of fibromyomata diay 
nosed by microscopic examination, reporting th: 
associated ovarian and endometrial findings as pre 
senting evidence in support of a cause-and-etleci 
relationship between ovarian follicle cysts and hyper 
plasia of the endometrium and suggesting a possib|: 
factor in the development of uterine fibroids. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Lawrance, J. S.: Concerning Death of the Fetus in 
Pregnancy. Am. J. Obst. & Gynec., 1933, xxv, 033. 


Of seven cases of stillbirth in which the fetus 
manifested distress during the pregnancy, placenti- 
tis was present in five and was the only abnormality 
in two. Of five cases of stillbirth in which there was 
no evidence of fetal distress during the pregnancy, 
placentitis was found in only one. Of four cases 
in which there were signs of fetal distress during the 
pregnancy and the child died soon after birth, 
placentitis was found in two and was the only 
pathological condition in one. Of fourteen cases in 
which the child died soon after birth, but had not 
manifested distress during the pregnancy, placen- 
titis was found in none. Of nine cases in which the 
child manifested distress during the pregnancy but 
survived after birth, placentitis was found in four 
and was the only abnormal finding in three. On 
the other hand, of six cases in which the child did 
not show signs of distress during the pregnancy and 
survived after birth, placentitis was found in all 
and was the only abnormality in four. The author 
believes, however, that in these cases the placentitis 
was less severe. 

Lawrance calls attention to a type of intra-uterine 
fetal death which is due to fetal starvation caused 
by difficulty in filtration of the required nutriment 
through a placenta with increased connective tissue 
and coarsening of the maternal and fetal elements. 
He states that carbohydrates can filter through such 
a placenta if they are given in sufficient amounts and 
in proper form. The administration of sufficient 
quantities of carbohydrates in the most diffusible 
form will temporarily relieve the fetal distress, and 
an excessive but not exclusively carbohydrate diet 
will prevent recurrence of the distress. Observation 
of the rate and rhythm of the fetal heart and atten- 
tion to the reports of instructed mothers regarding 
the periodicity and quality of the fetal movements 
will often disclose the advent of fetal distress in time 
for measures to prevent intra-uterine death. 

Epwarp L. Corner, M.D. 


Vignes, H., and Lemant, J.: Changes in the Re- 
ticulo-Endothelial System During Normal and 
Abnormal Pregnancy (Modifications du systéme 
réticulo-endothéliale pendant la grossesse normale 
et pathologique). Gynéc. et obst., 1933, XXVii, 232. 

The authors summarize the findings of various 
investigators concerning the functional activities of 
the reticulo-endothelial elements during normal and 
abnormal pregnancy. ‘These phagocytic cells, pres- 
ent in the connective tissues, certain organs, and the 
blood stream, are easily recognized because of their 


property of fixing intravenously injected acid dyes, 
notably carmine. This property of vital staining 
permits a morphological study of the reticulo-endo- 
thelial system, and the rate of the dye fixation gives 
important information concerning the functional 
activities of its elements. 

Histological studies show an increase during preg- 
nancy in the number of reticulo-endothelial elements 
in the uterus, endometrium, placental site, maternal 
surface of the placenta, and other organs of the 
body. Functional studies are less uniformly con- 
clusive. These are based on the results following the 
injection of carmine and India ink and on studies of 
the fixation of colloids normally present in the body 
(hemoglobin, cholesterin). The results obtained 
are variable, but for the most part seem to indicate 
a diminution of the dye-fixing power during preg- 
nancy. At the same time there is evidence to justify 
the supposition that, because of the general increase 
of metabolic activity during pregnancy, the activity 
of the reticulo-endothelial system is also increased. 
As other organic functions are accentuated during 
pregnancy to a point approaching the physiological 
maximum, the authors conclude that this is true 
also of the reticulo-endothelial system. During the 
puerperium there is a very rapid return to the nor- 
mal rate of function. Blockage, or delayed fixation 
of acid dyes, is most marked in eclampsia, hyper- 
emesis, retroplacental hemorrnage, and generalized 
cedema, but there is no evidence to support the view 
that it is the cause or the result of such disorders. 

The reticulo-endothelial system participates ac- 
tively in the defense of the body against infection. 
When the laws of its reactions are better understood, 
they will give important information regarding 
prognosis and treatment. Harorp C. Mack, M.D. 


Marchese, E.: Research on the Determination of 
the Pelvic Inclination and the Conjugata Vera 
(Ricerche sulla determinazione  dell'inclinazione 
pelvica e della coniugata vera). Clin. ostet., 1033, 
XXXV, 193. 

The author describes the technique he uses for 
determination of the pelvic inclination and the con- 
jugata vera and shows the instruments by illustra- 
tions. With the inclinometer of Jacobs he found 
that the pelvic inclination averages about 55 per 
cent. He gives the measurements of fifty female 
pelves and calls attention to the important relation- 
ship between the inclination of the symphysis pubis 
and the conjugata vera. A. Louis Rost, M.D. 


Bothe, F. A.: Hyperthyroidism Associated with 
Pregnancy. Am. J. Obst. & Gynec., 1933, XXv, 028. 


Bothe reviews ten cases of hyperthyroidism com- 


plicating pregnancy. Eight were cases of severely 
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toxic goiter and two were cases of mild toxicity. 
The two patients with mild toxicity were treated 
medically with successful termination of the preg- 
nancy. Of the eight with severe toxicity, two re- 
fused operation, one miscarried in the hospital be- 
fore surgery could be performed, and five were sub- 
jected to subtotal thyroidectomy. Three of the 
latter were operated upon before the fifth month 
of pregnancy and two in the sixth month. In all 
of the five cases in which operation was done the 
pregnancy ended successfully at term. 

In the cases of five patients with a normal de- 
livery at term the symptoms of hyperthyroidism 
persisted after delivery. Due time having been 
allowed for re-adjustment of glandular function, 
operation was advised during the second or third 
months following delivery in four cases. Two of the 
patients refused operation and have not been traced. 
Two of those who were operated upon recovered 
and have had no recurrence. One of those operated 
upon died. 

In mildly ‘toxic cases medical treatment is in 
stituted first. The patient is placed at rest in bed, 
treated with sedatives, given 10 drops of Lugol’s 
solution three times a day, and isolated from ex- 
ternal stimuli which might disturb her emotional 
stability. If improvement or complete relief of 
symptoms is maintained, medical care is continued 
during the pregnancy. 

In cases of severe toxicity the treatment should 
be directed to the thyroid. After pre-operative 
preparation a subtotal thyroidectomy should be 
done. This treatment is indicated particularly if 
the patient is seen in the first five months of preg- 
nancy. Epwarp L. M.D. 


Hofbauer, J.: Epithelial Proliferation in the Cervix 
Uteri During Pregnancy and Its Clinical Impli- 
cations. Am. J. Obst. & Gynec., 1933, XXV, 779. 


Routine examination of twenty-nine gravid uteri 
revealed a remarkable difference in the degree of 
the epithelial changes. Various evidences of epithe- 
lial activity, such as reduplication of cell layers, 
vacuole formation, and vesicular polymorphism of 
the nuclei, were found in certain areas of every 


specimen. In eight of the twenty-nine specimens, 
however, there was very characteristic activity. 
In this group the principal epithelial variations 
observed were epithelial proliferation with stratifica- 
tion, the occurrence of mitotic figures in the pro- 
liferating epithelium, considerable epithelial down- 
growth into the connective tissue, indirect meta- 
plasia, and goblet-cell formation. 

The morphological appearance of the hyper- 
plastic changes of the cervical epithelium found in 
a small but notable proportion of pregnant uteri 
with well-defined ingrowths and hyperchromatism 
do not permit a dogmatic statement to be made 
with regard to its significance as an antecedant to 
cervical cancer. No conclusive sequence of changes 
from this remarkable epithelial hyperplasia into 
true cancer has yet been observed. However, on 
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the basis of similar phenomena in the gall bladder, 
the breast, and the alimentary tract, the author sug- 
gests that the production during pregnancy of solid 
tongues of proliferating epithelial cells in discrete 
areas of the cervical mucosa may constitute an 
important link in the chain of causative factors in 
the later development of uterine malignancy. The 
question of the interrelationship of such epithelial 
variations and sequential chronic inflammatory 
conditions he leaves unanswered. If his theory is 
correct, proper care of the endocervix in the post- 
natal clinic is of importance in the prophylaxis of 
cancer of the uterus. The endocervix should be 
carefully inspected and any vascular or granular 
area in its substance should be given immediate 
attention. Epwarp L. Cornett, M.D. 


Rochet, E.: The Treatment of Carcinoma of the 
Cervix in Pregnancy (A propos de la therapeutique 
du cancer du col utérin au cours de la gestation) 
Rev. frang. de gynéc. et d’obst., 1933, XXVii, 220. 

The incidence of cancer of the uterine cervix in 
pregnancy is variously reported as 1 case in from 
1,200 to 5,000 cases of pregnancy. Without doubt, 
pregnancy has a very unfavorable influence on the 
growth of the tumor. Of 15 women whose cases are 
reviewed by the author, only 1 survived three years 
The rest showed evidence of recurrence within from 
twelve to eighteen months. 

Unlike non-gravid women, pregnant women with 
cervical cancer (who are usually multipare) gen 
erally present themselves for treatment early be 
cause of the repeated bleeding. Even then the 
diagnosis is often delayed because of failure of the 
physician to make a proper pelvic examination. 

If the cancer is operable the presence of pregnancy 
does not constitute a contra-indication to operation. 
In the decision as to treatment, the age of the 
pregnancy, the degree of operability, and the wishes 
of the woman must be taken into consideration. 
The natural swelling of the pelvic structures asso 
ciated with pregnancy may make the tumor seem 
more widespread than it is. 

Two methods of treatment are possible—surger\ 
and irradiation. Operative treatment consists o! 
total hysterectomy according to the method vo! 
Wertheim. During the first five months of pregnancy 
operation is performed with no regard for the fetus. 
Later, irradiation may be carried out. At the end 
of eight months, operation may be delayed unti! 
term. Delivery should be effected by cesarean sec- 
tion, whether the child is viable or not, as labor has 
a deleterious effect. After delivery, further treat 
ment should usually be delayed until the discharge 
of lochia has ceased. 

During the sixth and seventh months of preg 
nancy radium may be used in order to avoid sacrifice 
of the baby which would be necessary with surgery. 
In this period the extent of the cancer must be 
taken into account. If the cancer is operable but 
progressing rapidly, total hysterectomy with sacri 
fice of the fetus is necessary. If the cancer is operable 
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but progressing slowly, the author applies radium to 
its surface, allows the pregnancy to continue until 
the child is viable, delivers the child by cwxsarean 
section, and then performs a total hysterectomy. 
\Vhen the tumor is inoperable, whatever the stage 
of the pregnancy, the author applies radium to 
its surface, allows the pregnancy to go to term, 
deliveries the baby by cesarean section, and then 
places radium in the canal. Radium must never be 
placed in the uterine canal when the baby is viable. 
If it is possible to carry out a complete extirpation 
after delivery, a wide total hysterectomy is indicated; 
otherwise a subtotal hysterectomy should be per- 
formed. 

Carcinomata discovered after delivery should be 
treated as though there had been no pregnancy. 

Joun W. Epton, M.D. 


LABOR AND ITS COMPLICATIONS 


Bourne, A., and Bell, A. C.: Uterine Inertia. J. 
Obst. & Gynec. Brit. Emp., 1933, xl, 423. 


The authors believe that most of the disasters of 
delivery can be ascribed to failure of the dilating 
and expulsive forces of the uterus. Feeble contrac- 
tions are the chief cause of the delay. A feebly acting 
uterus is unable to flex and rotate the child from an 
occiput-posterior position or to force down the soft 
breech. 

In a review of the records of 4,500 consecutive 
deliveries the authors found only 49 cases of true 
primary inertia in which the delay of labor was due 
solely to ineffectual uterine contractions with or 
without rigidity of the cervix. Long labor was based 
on a first stage of forty-eight hours or more. 


In the majority, parity, not maturity, was the- 


determining factor, the condition being 5 times more 
common in primipare than in multipare. In pri 
mipare the membranes usually rupture 
maturely. 

There are 2 definite uterine actions in labor. One 
is the active contraction of the fundus which, after 
labor begins, gradually increases in strength, and the 
other, a coincidental relaxation of the cervix. When 
both actions are perfectly co-ordinated there is a so 
called normal labor of average duration. If the 
cervical relaxation is unduly marked, the cervix is 
dilated perhaps to a diameter of 114 in. during the 
last month of pregnancy without uterine contrac 
tions felt by the patient. Such conditions occur 
only in multipare and are often followed by quick, 
even precipitate, labor. 

The factors influencing the strength of the uterine 
contractions include nervous inhibition by the sym- 
pathetic, proper working of the local cervical reflex, 
and possibly endocrine secretions. It is probable 
that healthy uterine muscle has a uniform capacity 
for contraction. In the stimulation of the cervical 
reflex factor, the engaging and pressing fetal head is 
of importance. When the head is floating above the 
brim, the pregnancy is often prolonged. In some 
cases of occiput-posterior position labor is slow, not 


because of malproportion or mechanical factors, 
but because of feebleness of the contractions. 

If the uterus acts strongly the head is flexed and 
rotated. Labor is often slow because the pressure of 
the head on the cervix does not arouse the cervical 
reflex by which contractions are stimulated. 

Pituitrin stimulates and adrenalin inhibits uterine 
contraction. 

In some cases of uterine inertia the cervix has a 
preponderance of fibrous tissue, whereas in others it 
entirely lacks muscle tissue. The term ‘rigid’ 
applied to the cervix means a condition of fibrotic 
inelasticity. In the vast majority of labors delayed 
dilatation with good contractions is due to spasm of 
the cervix and not to fibrosis. 

In the majority of cases of inertia the treatment 
demands patience and the use of sedative drugs. The 
chief danger lies in too early interference which 
causes lacerations, shock, haemorrhage, and sepsis. 

Fear stimulates the liberation of adrenalin with 
its inhibiting effects on uterine action. The fright- 
ened woman usually has a dillicult labor. Therefore 
encouragement and the development of confidence 
are important antenatal factors. If labor begins 
slowly with anxiety and an exaggerated response to 
contractions, morphine and scopolamine should be 
given as soon as possible. 

When the patient has progressed alone with in- 
ertia as long as permissible, the manual dilatability 
of the cervix and the exact position of the head 
should be determined under anesthesia before ac- 
tive interference is undertaken. 

The majority of cervices are easily dilated, The 
cervix should be pushed up over the head and slow 
delivery completed with the forceps. 

If the cervix is not dilatable, but all other condi 
tions are good, lower segment c:vsarean section may 
be performed. 

If the child is dead, its head should be perforated, 
a cranioclast affixed, and delivery effected by con- 
tinuous weight traction. F. DuBots, M.D 


Snoeck, J.: Rupture of the Uterus After Corporeal 
Cesarean Section (Rupture utérines aprés césari 
ennes corporéales). Briuxelles-méd., 1933, Xili, 720. 

From a study of twelve cases of rupture of the 
uterus after corporeal cesarean section, the author 
draws the following conclusions: 

1. The signs of uterine rupture after a classical 
cesarean section are generally those of peritoneal 
irritation without grave symptoms of shock o 
hemorrhage. 

2. The principal factor responsible for the rupture 
is poor quality of the uterine scar. Other factors 
mentioned in the literature, such as overdistention 
of the uterus, violent uterine contractions during 
prolonged labor, and the insertion of the placenta 
over the uterine scar, are of secondary importance. 
They are generally not suflicient to explain the 
accident by themselves. 

3. The frequency of uterine rupture after the 
classical cesarean section is an important argument 
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for the use of the low cesarean section in preference 
to the high cesarean section, even in clean cases. 
Isaac ANDRUSSIER, M.D. 


Delmas, P.: The Use of Spinal Anesthesia in 
Operative Obstetrics (L’utilisation de la rachianes- 
thésie en obstétrique opératoire). Gynéc. et obst., 
1933, XXVii, I. 

Delmas claims that he was the first to determine 
the action of spinal anesthesia on the anterior nerve 
roots. This action produces a so-called ‘‘akinesia”’ 
or loss of motor function. Delmas also established 
the fact that the degree and height of spinal anes- 
thesia depend upon the amount of anesthetic fluid 
employed. 

He uses scurocaine, injecting it through a punc- 
ture in the lumbosacral region. He injects 5 ctgm. 
for a limited spinal anesthesia and 10 ctgm. for an 
extensive spinal anwsthesia. He describes his tech- 
nique in detail. 

The limited anwsthesia is used by Delmas prefer- 
ably during the expulsive stage of labor. It is satis- 
factory for the use of forceps, breech extractions, 
and perineorrhaphies. Under the extensive spinal 
anesthesia all types of casarean sections and ver- 
sions can be done. 

Spinal anwsthesia is sometimes supplemented by: 

1. The inhalation of amyl nitrite during the 
anawsthesia to prevent bulbar symptoms. 

2. The prophylactic use of ergotin (Guérin- 
Valmale) two hours after the spinal anesthesia to 
prevent vascular atony. 

3. The intravenous injection of 40 c.cm. of dis- 
tilled water (Leriche) in the days following the 
anesthesia to prevent late headaches. 

Delmas states that in 5,000 cases of spinal anes- 
thesia he was not obliged to use any of these aids. 

Isaac ANpRussTER, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Melandri, V.: The Blood Picture During Labor and 
the First Days of the Puerperium (Il quadro 
ematologico durante il parto e nei primi giorni del 
puerperio). Rrv. ital. di ginec., 1933, XV, 57- 


The author discusses the current theories regard- 
ing the behavior of the cellular elements of the blood 
during pregnancy. While there is some diversity of 
opinion, most authorities agree that pregnancy is 
accompanied by a decrease of the erythrocytes, 
either relative or absolute, and, with the latte-, a 
decrease of the haemoglobin content of the blood. 
With regard to the leucocytes there is more uni- 
versal accord. It is agreed that a leucocytosis occurs 
during pregnancy, reaches its maximum during 
labor, and rapidly diminishes during the puerperium. 
The leucocytosis is due chiefly to an increase in the 
polymorphonuclear neutrophiles. Basophiles and 
eosinophiles are scarce or absent. The lymphocytes 
show a diminution during pregnancy and labor 
followed by a return to normal in the first few days 
of the puerperium. 
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The results of the author’s investigation in the 
cases of twenty women are reported. The blood 
counts were made during labor, three times daily 
at regular intervals on the first day after delivery, 
twice daily on the second day, and once on the 
third, fourth, and fifth days. The blood was ob- 
tained from the finger. 

During labor the erythrocyte count ranged from 
3 to 3% millions in two cases, from 3% to 4 millions 
in four cases, and from 4 to 4% millions in nine cases. 
In one case it was above 5 millions. The average 
count was 4,224,600. In fifteen cases the count was 
below the normal. During the first day of the 
puerperium twelve cases showed a decrease in the 
erythrocytes below the level for labor, a reduction 
averaging 189,000 cells. During the second day very 
little change was evident, but on the third day 
there was an appreciable increase toward the 
normal. 

During labor the haemoglobin varied from 4o to 
73 per cent and averaged 60.9 per cent. In each case 
it remained quite constant. The leucocytes ranged 
from 8,750 to 23,000 and averaged 14,522. The 
differential count showed the percentage of poly 
morphonuclear neutrophiles to range from 80 to 90 
and the average percentage of lymphocytes to be 
11.7. No eosinophiles were demonstrable during 
labor. 

During the puerperium the haemoglobin was found 
to parallel the erythrocytes, showing a gradual in 
crease toward the normal on the third day. The 
leucocytes, although varying considerably, tended 
to decrease as early as the first day. The differentia! 
count also began to approach normal on the first 
day. 

In examinations of the retroplacental blood the 
results were found to be both typical and constant 
In each case the changes in the erythrocvtes and 
hemoglobin were similar to those in the erythro 
cytes and hemoglobin of the peripheral blood 
However, while the peripheral blood showed a 
leucocytosis, the number of leucocytes in the retro 
placental blood ranged from 3,000 to 7,800 and 
averaged 5,292. The differential count showed the 
same relative proportions as the peripheral blood. 

GEorGE C. Finoia, M.D. 


Giornelli, L.: Anatomicoclinical Contributions to 
the Study of Infarcts of the Hypophysis in 
Puerperal Women (Contributo anatomico-clinico 
allo studio dell’infarto della ipofisi in donne puer 
pere). Riv. ital. di ginec., 1933, Xiv, 533. 


In recent vears there has been a vast accumula 
tion of literature on the function of the hypophysi- 
and the activity of its secretion. The clinical change 
which follow dysfunction of the gland are very easil\ 
identified, but the anatomicopathological lesions are 
not so easily recognized. 

In 1915 Simmonds described the clinical pictur« 
of hypophyseal cachexia so well that in 1922 Lich 
witz proposed calling the condition ‘Simmonds’ 
disease.”’ 
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Di Guglielmo, in a monograph on the neuro- 
hypophyseal syndrome, described the clinical pic- 
ture of Simmonds’ disease as characterized by mal- 
nutrition, cachexia, asthenia, somnolence, precocious 
senility, apathy, lowered blood pressure, and changes 
in the skin. 

Simmonds’ disease is very rare. In 1925, Graubner 
was able to collect only thirty-four cases. Recently 
the number of cases on record has increased, but in 
many instances there was no autopsy report to con- 
firm the clinical diagnosis. 

Simmonds suggested that syphilis may be an im- 
portant cause of the condition as he found it in 42 
per cent of the cases and Schmidt found it in 57 per 
cent. 

The author reviews cases of hypophyseal cachexia 
which were reported by Costantini, Lucacer, Calder, 
and others. 

In 1914, Simmonds collected thirteen cases of 
circumscribed necroses of the hypophysis following 
puerperal infection. In eleven, the lesion was an 
embolic process. Seven of the embolic processes 
were in the anterior lobe and four were in the pos- 
terior lobe. In two of the seven cases of involvement 
of the anterior lobe there was an infarct from a dis- 
turbance of the circulation, and in the five others 
there were microscopic emboli. 

The author finds it difficult to explain the fre- 
quency of the infarcts in hypophyseal areas, but 
suggests that it may be dependent upon the circula- 
tion of the hypophysis. 

Two cases coming under Giornelli’s observation 
are reported. The first was that of a woman of 
forty vears who had had amenorrhcea for four 
months, a very high fever, sharp pains in the joints, 
especially the right knee, for several days, and 
vaginal spotting and pain in the lower part of the 
abdomen and across the back for the last twenty- 
four hours. Development in childhood had been 
normal. Examination revealed a pregnancy of four 
months’ duration and manifestations of acute rheu 
matic fever. 

The course was very febrile. The patient aborted 
a four-months’ macerated fetus after several days 
in the hospital and died on the sixteenth day. 

Autopsy disclosed enlargement of the heart, 
many subepicardial punctate haemorrhages, two 
large friable vegetations on the mitral valve, a turbid 
myocardium, enlargement of the kidneys, several 
renal infarcts, renal pus, and a purulent exudate in 
the uterus. On section, the hypophysis showed an 
infarcted area in the posterior lobe. The anterior 
lobe and pars intermedia were uninvolved. 

The second case was that of a gravida-viii thirty 
four years old. The patient’s development had been 
normal. The last menstrual period occurred May 


25, 1932. The patient entered the clinic December ° 


28 because of spotting which had gradually in- 
creased to a considerable hamorrhage which lasted 
about an hour and then ceased abruptly. The find- 
ings of the general physical examination were nega- 
tive except for the changes incident to pregnancy. 
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On vaginal examination an eight months’ pregnancy 
was found. The fetal outlines were palpable. A 
diagnosis of placenta previa was made. The bi- 
manual examination was followed by considerable 
hemorrhage. A cervical cesarean section was done. 
Death occurred the following morning. 

At autopsy, the hypophysis was found enlarged 
and its capsule was bluish red, suggesting an under- 
lying hemorrhage. The usual pregnancy changes 
were present. The anatomicopathological diagnosis 
was anemia of extreme degree in a woman operated 
upon by cesarean section for placenta previa; in- 
farct of the hypophysis (?); hemorrhage into the hy- 
pophysis (?). Microscopic examination disclosed, in 
the glandular portion of the hypophysis, a blanched 
and opaque triangular zone with its apex toward the 
center and its base toward the periphery. This was 
in marked contrast to the rest of the gland, which 
was red. A diagnosis of infarct of the hypophysis 
was made. 

The author believes that in the first case the proc- 
ess was undoubtedly embolic and in the second it 
was thrombotic. GrorGe C. Finoia, M.D 


MISCELLANEOUS 


Eastman, N. J.: Progress in Obstetrics. 
tional Clinics, 1933, ii, 238. 


Interna- 


According to reliable statistics, 1,000 women die 
annually in the United States from heart disease 
complicated by pregnancy, and 1 per cent of all 
pregnant women have heart disease. 

Gammeltoft and others have found that during 
pregnancy the normal heart increases its minute 
output from yo to 50 per cent. There is also a 
proportionate increase in the total blood volume to 
fill the newly vascularized area in the uterus. Ac 
cordingly, the heart must perform about 50 per 
cent more work during pregnancy than in the non- 
gravid state and must hypertrophy and dilate 
Ordinarily, the large cardiac reserve allows easy 
compensation in pregnancy but increased effort 
through exercise may cause dyspneea. 

The growing uterus and elevation of the dia- 
phragm in pregnancy cause displacement of the 
heart toward the left, upward, and in the direction 
of the anterior chest wall; rotation of the heart; 
systolic murmurs in the absence of a history of 
recent rheumatic fever, which are usually heard 
loudest over the base, are noted when the woman is 
in the standing position as well as when she is re 
cumbent, and are due to the diminished size of the 
retrosternal space which brings the larger vessels 
anterior to transmit the course of coursing blood to 
the chest wall; and accentuation of the pulmonic 
second sound through rotation of the heart which 
brings the pulmonary valve close to the anterior 
chest wall and hence renders its closure readily 
audible. Extrasystoles, crepitant rales in the lung 
bases due to stasis, and engorgement of the neck 
veins due to an increased venous blood pressure may 
also be present normally. 
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The signs of a pathological heart in pregnancy in- 
clude a crescendo presystolic or characteristic dias- 
tolic murmur; a precordial thrill or definite “purr”; 
an irregular rhythm persisting after exercise, espe- 
cially if the rate is 120 or above; a precordial friction 
rub; and an expansile pulsation of the liver due to a 
relative tricuspid insufficiency. 

The prognosis depends upon the functional ca- 
pacity of the heart or the cardiac reserve. According 
to their response to dumbbell exercises, Pardee classi- 
fies patients with heart disease as follows: 

Class 1. Patients with organic lesions who are able 
to carry on ordinary physical activity without dis- 
comfort. Exercise may cause moderate dyspnoa 
and tachycardia, but these subside within two min- 
utes. Pregnancy, labor, and the puerperium are 
experienced without untoward event. 

Class 2. Patients with organic lesions who are 
unable to carry on ordinary activity without dis- 
comfort. 

Subclass 2A. Patients whose activity is restricted 
as, on exercise, they develop dyspnea and tachy- 
cardia persisting for three minutes or more. These 
patients usually undergo labor safely with occasional 
mild cardiac embarrassment. 

Subclass 2B. Patients whose activity is greatly 
restricted as they experience fatigue, palpitation, 
and dyspnoea after less than ordinary activity. Such 
patients show physical signs of congestive heart 
failure or active heart infection, and frequently 
develop it before the puerperium is ended. 

Class 3. Patients with organic lesions and symp- 
toms of heart failure even during rest. A super- 
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imposed hypertension or auricular fibrillation i, 
always grave. 

In cases of Class 1 and Class 2A the patient shoul 
have ten hours of sleep nightly and should rest for 
half an hour after meals. Light housework and walk. 
ing on the level may be permitted. Infection musi 
be avoided. At the first signs of heart failure, suc! 
as persistent rales at the lung bases after several 
deep breaths, or dyspnoea or exertion, absolute be! 
rest is imperative. During labor, digitalis should he 
withheld until indicated, and delivery should |e 
performed only after complete cervical dilatation. 
Persistence of the cardiac embarrassment requirc: 
forceps delivery under anwsthesia induced wit) 
ether by the drop method. A tight binder on the al)- 
domen following delivery will prevent sudden cardia: 
collapse at this stage by preventing splanchnic en 
gorgement. All women with heart disease should ! « 
kept in bed for three weeks after delivery. 

In cases of Class 2B, frank heart failure at an: 
time during pregnancy requires absolute bed re-; 
for the remainder of the pregnancy, and casarea:: 
section under local filtration anesthesia is the metho |! 
of choice for delivery. The Trendelenberg position 
should never be used. As a rule, therapeutic abor- 
tion is necessary. 

The treatment of cases of Class 3 resolves itsc!! 
into the treatment of heart failure. The materna! 
mortality is over 50 per cent whatever method oi 
delivery is used. Decompensation must be over 
come. Undoubtedly delivery is best effected hy 
cesarean section under local infiltration anesthesi: 

M. Britt, M.D. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Kindall, L.: Pyelitis Cystica and Ureteritis Cystica. 
Report of a Case Diagnosed by Urography and 
Confirmed by Biopsy, With an Outline of 
Treatment. J. Urol., 1933, xxix, 645. 


In the case of pyelitis and ureteritis cystica re- 
ported by Kindall symptoms of obstruction were 
relieved and the number of cysts decreased by the 
passage of large ureteral catheters and the instillation 
of silver nitrate solution. ANDREW McNALLy, M.D. 


BLADDER, URETHRA, AND PENIS 


Kutzmann, A. A.: Diverticulum of the Urinary 
Bladder; An Analysis of 100 Cases. Surg., Gynec. 
& Obst., 1933, lvi, 898. 


Diverticula of the urinary bladder are commonly 
diagnosed by cystoscopic and X-ray examinations. 

According to some, the diverticula are congenital, 
whereas according to others they are acquired. 

The walls of the diverticula are composed of 
fibrotic and connective tissue fibers permeated by 
inflammatory elements. As a rule they have a 
smooth glistening lining membrane unlike the blad- 
der mucosa and showing histologically a flattened 
tvpe of epithelium. : 

There are no pathognomonic symptoms of di- 
verticula of the bladder. 

In most cases treatment has consisted of measures 
to relieve obstruction. When retention occurs there 
is urinary stasis with later infection. 

The author reports a study of too cases seen dur- 
ing the past five years. The majority of the patients 
were males at the age of greatest frequency of 
prostatic conditions and in most of the cases ob- 
struction was present. 

The incidence of diverticulum of the bladder is 
1.2 per cent in urological cases in general; 9.1 per 
cent in cases of benign hypertrophy of the prostate; 
16.8 per cent in cases of contractures and median 
bar obstruction of the bladder; 14.3 per cent in 
cases of urethral stricture necessitating operation; 
and 1.1 per cent in cases of carcinoma of the 
prostate. Eimer Hess, M.D. 


Goidin, E.: Primary Extraperitonization of the 
Bladder—Voelcker’s Procedure— and Second- 
ary Extraperitonization of the Bladder 
Papin’s Procedure (Ixtrapéritonisation primitive 
de la vessie—procédé de Voelcker et extrapéri 
tonization secondaire de la vessie procédé de 
Papin). Arch. d. mal. de reins et d. organes génito 
urinaires, 1933, Vii, 120. 


Before describing Voelcker’s and Papin's pro- 
cedures, Goidin reviews the anatomy of the bladder 
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and the adjacent parts of the abdominal wall and 
peritoneum and discusses the various routes by 
which the bladder is approached surgically. The 
routes of approach are: 

1. The anterior route, between the symphysis 
pubis and peritoneal cul-de-sac. This limited space 
is sometimes enlarged by resection of the pubic bone, 
division of the symphysis with a Gigli saw, or open- 
ing of the peritoneum. 

2. The upper or transperitoneal route. The two 
techniques described in this article are modifica- 
tions of this route. 

3. The basal route. In the male, the approach is 
made through the perineum, and in the female, 
through the vagina. 

Voelcker’s and Papin’s procedures are both based 
on the anatomical fact that the bladder is an extra- 
peritoneal organ, but is closely adherent to the 
peritoneum posteriorly. By these techniques it is 
possible to explore the entire bladder while pro- 
tecting the abdominal cavity from contamination. 

The steps in primary extraperitonization, Voel- 
cker’s procedure, are as follows: 

1. The abdominal wall is divided by a median or 
a transverse incision. 

2. The peritotieal cul-de-sac is identified, the 
landmarks being made to stand out more clearly by 
gently distending the bladder with liquid or air. 

3. The urachus and umbilical vessels are divided. 

4. The peritoneum on the upper surface of the 
bladder is incised and the bladder raised. 

5. From the ends of the first incision, a second 
incision is made with its convexity toward the neck 
of the bladder and close to the point where the 
peritoneum is reflected over the seminal vesicles or 
uterus. 

6. The opening thus formed in the peritoneum is 
sutured so that the abdominal cavity is entirely 
shut off from the operative field. 

7. The bladder and ureters are explored and 
after the removal of tumors or stones are replaced 
without disturbing the peritoneum. 

The indications for this operation are: (1) tumors 
of the bladder or ureters, (2) diverticula, (3) calculi 
in the ureters close to the bladder (particularly 
bilateral calculi), (4) vesicovaginal fistula, and (5) 
total nephro-ureterectomy. 

The steps of secondary extraperitonization of the 
bladder, Papin’s procedure, are as follows: 

1. The abdominal incision is made through the 
skin, aponeurosis, muscles, and peritoneum. 

2. The abdominal contents are protected from 
contamination by packs and the bladder is opened. 

3. The peritoneum and abdominal wall are closed 
laver by layer so that the opening into the bladder 
is placed outside the peritoneal cavity. 
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This procedure is indicated for cases of tumor of 
the anterior bladder wall in which partial cystectomy 
is performed, diverticula of the urachus, large 
calculi, and fistula. 

The author reports ten cases in which the Voelcker 
procedure was used and nine in which the Papin 
method was employed. The article has a good 
bibliography and numerous illustrations. 

Marsa W. Poote, M.D. 


Watson, E. M.: A Study of Carcinoma of the Lower 
Urinary Tract. J. Urol., 1933, xxix, 545. 


Watson reviews cases of carcinoma of the lower 
urinary tract which were treated by non-surgical 
procedures. Among them were 214 cases of car- 
cinoma of the bladder. In 35 of these the carcinoma 
was of the papillary or undifferentiated type. In 
57 per cent of the latter the growth had become so 
large that it could be felt through the rectum or the 
vault of the vagina on digital examination. Thirty- 
two of the 35 cases were treated by various combina- 
tions of radium irradiation, deep X-ray irradiation, 
and electrocoagulation. Three of the patients re- 
fused treatment and 5 could not be traced after they 
had been treated for seven months. Of the 24 who 
were traced after treatment, 3 are alive and free from 
recurrence. In the cases of the 21 who are dead the 
period of survival after the beginning of treatment 
averaged eight months. 

Adenocarcinoma of the bladder was treated by 
deep X-ray irradiation and irradiation with radium 
seeds introduced with the cystoscope. One of the 
patients died at the end of one month and another 
at the end of six months. 

There were 134 cases of mucous membrane epi- 
thelioma of the bladder. This is a deeply infiltrating 
and rather rapidly growing tumor. Eighty-nine of 
the patients with such a tumor were men. Twenty- 
one had had a previous suprapubic operation for 
bladder tumor and 1 had had 3 operations. In 73 
(53 per cent) of the cases the tumor could be felt 
through the rectum or the vaginal wall at the time 
of the patient’s admission to the hospital. The 
treatment consisted of combinations of deep X-ray 
irradiation, irradiation with radium seeds applied 
with the cystoscope, and irradiation with radium 
packs. Four of the patients were not treated. 
Ninety are known to be dead and 39 are alive. Of 
the latter, 25 are free from recurrence and 14 still 
have varying amounts of tumor tissue. 

In 24 of the cases reviewed the bladder tumor was 
a malignant papilloma. This tumor is characterized 
by a papillary arrangement of the cells. Twenty of 
the patients were men. The average duration of 
occasional hematuria before the patient came to the 
hospital was seven and a half years. In 5 cases the 
tumor could be felt through the rectal wall or the 
vaginal vault. Following treatment, 3 of the pa- 
tients could not be traced after they had been free 
from tumor for periods of time ranging from eight 
months to seven years. Fourteen died after surviv- 
ing for an average of two years and one month after 
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the beginning of the treatment. Of the 7 who are 
still alive, 6 are free from tumor. 

There were 13 cases of massive papillary bladder 
tumors in which the cells suggested, but lacked the 
definite characteristics of, malignancy. Ten of the 
patients were men. Four patients, who were free 
from tumor when they were last seen, could not be 
traced. The treatment consisted of radium and 
deep X-ray irradiation. One patient died at the end 
of one year and five months. Eight were alive and 
free from tumor from one to seven years after the 
treatment. 

In 11 cases the tumor was a carcinoma of the 
urethra. Nine of the patients were men. The treat 
ment consisted of deep X-ray irradiation, radium 
seed implantation, and the use of heavy radium 
packs. Three of the patients died after surviving 
for an average of twelve months from the beginning 
of treatment. Three are alive and free from tumor. 

One hundred and ninety-four cases of carcinom: 
of the prostate were treated with radium, dec) 
X-ray irradiation, and radium packs. Eleven pi 
tients with this condition refused treatment. (i 
those treated, 20 are alive after an average of eleven 
months since the beginning of treatment. One die 
after eight years and one month, and another die: 
after ten years and four months. 

Eighteen additional patients are still under trea‘ 
ment. Of those with prostatic carcinoma, 20 are 
living, but show evidence that the disease is sti! 
present. Hess, M.D. 


Precioso Mascufian, A.: Ten Cases of Cancer of the 
Penis (Diez casos de epitelioma del pene). Arch. ir 
med., cirug. y especial., 1933, XiV 431. 

Epithelioma of the penis is rare as compared with 
epithelioma in other parts of the body. Its incidence 
among all malignant neoplasms treated in the San 
Juan de Dios Hospital has been 2 per cent. It is 
most frequent at about the fifty-fifth vear of age. In 
80 per cent of the cases there is a history of phimosis. 

Phimosis results in certain conditions which are to 
be regarded as predisposing to cancer. There is re 
tention of smegma and septic products in the pre 
putial cavity which leads to a constant discharge and 
itching. The patient may become accustomed to the 
discharge and suspect nothing until it becomes pro 
fuse and foul-smelling, the irritation becomes severe. 
or a palpable tumor appears beneath the preputial 
skin. Pain is usually not an early symptom. 

Benign vegetations often precede the appearance 
of cancer, but as no change in the symptoms is note: 
until an intractable ulceration develops, a series 0! 
unsuccessful local treatments is usually given befor: 
the correct diagnosis is made. 

The réle of syphilitic ulceration as a predisposing 
factor is often discussed. Some authoritics deny tha‘ 
such ulceration has any influence whatever, whil: 
others claim that they have frequently observed ma 
lignant degeneration in syphilitic lesions of the penis. 
Apparently cancer has developed in neglected syphi 
litic lesions and probably also from chancroids. 
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‘Therefore any unhealed genital ulcer should be re- 
garded as potentially malignant. 

As a rule patients with cancer of the penis neglect 
the condition until the lesion is well advanced, prob- 
ably because of the fear that amputation will be rec- 
ommended. Some still perform coitus after the de- 
velopment of large necrotic ulcers. As in cancer of 
other parts of the body, pain is the symptom which 
most frequently causes the patient to seek treatment. 

The author reports ten cases. He recommends 
radical amputation with removal of the inguinal 
glands and subsequent intensive radiotherapy when- 
ever it is possible. Wiuram R. MEEKER, M.D. 


GENITAL ORGANS 


Nora, G.: Tumors of the Tunica Vaginalis (Tumeurs 
de la vaginale). J.d’urol. méd. et chir., 1933, XXXV, 5. 


The author considers only primary tumors of the 
tunica vaginalis, which are quite rare. He reviews 
their history and abstracts a number of the case re- 
ports appearing in the literature. In the first case 
recorded, which was reported by Poisson in 1858, 
the tumor was a fibroma. The most common tu- 
mors of the tunica vaginalis are sarcomata, and the 
next most common, fibromata. The occurrence of 
cysts and lipomata in the tunica vaginalis is ques- 
tionable. Including the case reported in this article, 
five cases of endothelioma are known. 

The author’s patient was a boy eighteen years of 
age who sought treatment for a tumor in the right 
side of the scrotum which began to develop in Janu- 
ary, 1929, and had increased in size for three months. 
The neoplasm did not cause any pain or other symp- 
toms. It was troublesome only on account of its 
size. Physical examination disclosed enlargement 
of the scrotum and a tumor back of the testicle. The 
tumor was made up of two nodules, the lower one the 
size of a pigeon’s egg and the upper one twice as 
large. A diagnosis of tuberculous epididymitis was 
made. At operation, both the testicle and epididymis 
were found normal. The tumor was discovered to be 
implanted on, and to have arisen from, the parietal 
tunica vaginalis. Epididymectomy was performed 
with total resection of the tunica vaginalis. At no 
point did the specimen show continuity of the tumor 
with the epididymis. Histological examination 
proved the neoplasm to be an endothelioma. Eight 
months later there was a local recurrence, evidently 
from a bit of the tunica left behind. This was re- 
moved, and when the patient was seen in June, 
1930, he was apparently free from recurrence. 

Tumors of the tunica vaginalis are rarely diag- 
nosed before operation. When a pre-operative diag- 
nosis is made and the testicle and epididymis are in- 
tact, simple removal of the tumor may be possible, 
but in the great majority of cases total epididymec- 
tomy is indicated. 

The tunica vaginalis is made up of two layers, one 
a connective tissue layer containing elastic fibers and 
covered with muscle fibers, and the other, a single 
layer of endothelial cells resting on a thin chorion. 
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Therefore it may give rise to various forms of tumor. 
Recently Chevassu has suggested that tumors of the 
tunica vaginalis may arise from embryonic rests at 
the periphery of the tunica near the testicle and epi- 
didymis. AupreY Goss Morcan, M.D. 


Tagliaferro, P.: The Aschheim-Zondek Reaction 
in the Diagnosis of Malignant Tumors of the 
Testicle (La reazione di Aschheim e Zondek nella 
diagnosi dei tumori maligni del testicolo). Arch. 
ilal. di urol., 1933, X, 171. 


The author reports two cases in which the 
Aschheim-Zondek test was of aid in the diagnosis 
of malignant testicular tumors. However, on the 
basis of his own experience, he is unable to ascribe 
any value to this test in the prognosis of such tumors. 

EuGENE T. Leppy, M.D. 


MISCELLANEOUS 


Ciceri, C.: Observations on Colibacilluria and 
Colon Bacillus Infections of the Urinary Tract 
Secondary to Appendicitis (Osservazioni di 
colibacilluria e di infezioni colibacillari dell’apparec- 
chio orinario di origine appendicitica). Arch. ital. di 
urol., 1933, X, 117. 

Ciceri reports six cases of appendicitis in females 
and four in males in which elimination of colon 
bacilli through the kidney caused functional and 
anatomical changes in the urinary tract. The 
urinary symptoms in such cases are severe or mild, 
acute or chronic, depending on the virulence ci the 
organisms. As a rule the involvement of the urinary 
tract soon clears up after appendectomy, but in an 
occasional case special surgical treatment of the 
urinary tract is necessary. EuGeNe T. Leppy, M.D. 


Barbellion and Lebert: The True Value of the 
Complement-Fixation Test for Gonorrhoea 
(Valeur actuelle de la gonoréaction). J. d’urol. méd. 
et chir., 1933, XXXV, 97- 

Following a brief review of the history and use of 
complement-fixation tests in gonorrhoea, the au- 
thors cite the following facts regarding the test: 

1. Asarule the reaction is negative when the pa- 
tient is cured of gonorrhoea. 

2. Occasionally it may be negative in the presence 
of proved gonorrhoea. 

3. Positive reactions usually mean the presence of 
gonorrhaa. 

4. Syphilis may cause a false positive reaction. 

5. Pregnancy renders the test worthless. 

The authors believe that the test should be used 
in all cases of urethritis, epididymitis, rheumatism, 
and pelvic inflammatory disease in which the usual 
methods of examination do not disclose the cause, 
and should be employed routinely before marriage. 

Joun W. Epton, M.D. 


Joly, J. S.: Bilateral Urinary Calculi. Proc. Roy. Soc. 
Med., Lond., 1933, XXvi, 923. 


Joly discusses only cases of urinary calculi in 
which stones are found on both sides at the same 


ire 
ler 
he 
he 
ee 
be 
nd 
nd 
nd 
he | 
he 
m 
ng 
Or 
Na 
ep 
Of 
en 
ied 
ied 
at 
are 
till 
he 
de 
ith 
ce 
an 

is 

In 
SIs. 
to 
re 
re 
nd 
the 
ro 
re, 
ial 
nee 
ted 
ore 
Ing’ 
hat 
ili 
ni 
hi 
ds 


348 


time. Such cases constitute 9.4 per cent of the cases 
of stone in the upper urinary tract which are ad- 
mitted to St. Peter’s Hospital, London. In Con- 
tinental clinics their incidence varies from 11 to 
14 per cent. According to postmortem records, it 
is nearly 50 per cent. 

Four groups of cases are discussed as follows: 

1. Cases of calculi due to a special diathesis, 
such as cystin stones. Cystinuria should be treated 
by diet and the administration of alkalies. How- 
ever, stones may form in spite of such treatment. 
They can be passed easily. Operation is indicated 
only when impaction occurs. 

2. Cases of infected bilateral calculi. When both 
sides are infected the calculi are often very large 
and the kidneys severely damaged. Infection is 
usually the primary factor, but its source cannot 
always be determined. The symptoms are mild. 
Often the only sign of the condition is a persisting 
pyuria. If the function of both kidneys is the same, 
operation may be impossible. Pelvic stones should 
be removed. ‘“‘Stag-horn” calculi should be left 
alone unless there is evidence of fluid distention 
of the kidney. When the function of the kidneys 
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is unequal, an absolutely useless pyonephrotic ki«- 
ney should be removed or drained, but if urine is 
secreted by both kidneys it is advisable to operate 
on the better kidney first. 

3. Cases of aseptic bilateral calculi. The calculi 
in such cases are comparatively small, and it js 
rare to find more than one stone on each side. |{ 
the function of the kidneys is approximately the 
same, simultaneous removal of the stones is ail- 
visable. When this is impossible, the interval be- 
tween the two operations should not exceed four- 
teen days. When the function of the kidneys is 
unequal, the first operation should be performed 
on the more damaged kidney. 

4. Cases complicated by anuria. In cases of 
calculous anuria the obstruction is usually found in 
the upper portion of the ureter. An attempt shou! 
be made to relieve it by the passage of ureter: 
catheters. If this procedure fails or if the anuria 
recurs, immediate operation is necessary. hic 
kidney which was obstructed last should be drainc:|. 
The stones should be removed as soon as the effecis 
of the anuria have passed off. 

ANDREW MCNALLY, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Thomas, H. M., Jr.: Acropachy; Secondary Sub- 
periosteal New Bone Formation. Arch. Jt. Med., 
1933, li, 571. 


A colored man twenty-two years old was admitted 
to the hospital in November, 1926, suffering from a 
rather severe form of diffuse goiter with hyper- 
thyroidism which had been present for about two 
years. Following the usual pre-operative treatment 
and operation, the basal metabolic rate fell from the 
admission level of 59 per cent above normal to 3 
per cent below normal and the patient gained 26 lb. 
After his discharge from the hospital he gained about 
30 lb. more in eight months. At the end of that 
length of time he noticed clubbing of the fingers and 
a change in the swelling of his ankles which, pre- 
viously transitory, had become constant and firmer. 
The changes gradually became more marked and 
there was slight pain on vigorous movement of the 
hands. In 1929, the basal metabolic rate was —9 per 
cent and roentgenograms showed the laying down of 
new bone under the periosteum of the bones of the 
hands and feet and the long bones of the extremities. 
In April, 1931, the basal metabolic rate was — 20 per 
cent and the new bone formation had become more 
extensive. A diagnosis of postoperative hypothyroid- 
ism with secondary hypertrophic osteo-arthropathy 
was made and supplementary thyroid therapy 
was instituted. This treatment resulted in improve- 
ment in the symptoms. While no definite change has 
been noted in the bones since the patient began to 
take thyroid, thinning of the subperiosteal new bone 
was suggested after three and a half months. 

The author states that this is the first reported case 
of clubbing of the fingers with subperiosteal new 
bone formation occurring in association with disease 
of the thyroid gland. Hitherto this condition has 
been described as secondary to suppurative intra- 
thoracic lesions, mediastinal new growths, lung 
tumors, abscess of the liver, pyelonephritis, cirrhosis 
of the liver with jaundice, certain obstructive lesions 
of the gastro-intestinal tract, syphilis, or congenital 
heart disease. The case reported presented none of 
these features. 

Nothing is known about the mechanism of the 
bony change in this syndrome. Thomas concludes 
that the most common cause is a change in the 
blood flow. Norman C. Buttock, M.D. 


Pyrah, L. N., and Pain, B.: Acute Infective 
Osteomyelitis. A ne of 262 Cases. Brit. J. 
Surg., 1933, XX, 590. 


The authors review 262 cases of acute infective 
osteomyelitis which were seen in the General In- 


firmary at Leeds, England, in the ten-year period 
from 1921 to 1930. The total mortality was 27.1 per 
cent. The yearly number of cases was fairly con- 
stant. The number of males with the condition was 
more than twice the number of females. The great 
majority of the patients were between the ages of 
five and fourteen years. ‘The most common sites 
of involvement were the upper end of the tibia (62 
cases), the lower end of the femur (66 cases), the 
lower end of the tibia (27 cases), the upper end of 
the femur (22 cases), the lower end of the fibula 
(15 cases), and the lower end of the radius (13 cases). 

The great frequency of the disease in the neighbor- 
hood of the knee joint is explained by the frequency 
of trauma and sprains in that region, the good meta- 
physeal blood supply, and the size of the epiphysis. 
In most other series of cases the incidence of the 
disease in the humerus was much higher than in this 
series. 

In many of the cases reviewed by the authors a 
history of trauma, either a blow or a sprain, was 
elicited. As a rule the injury was sustained in the 
last two weeks. Also frequent was a history of a 
recent exanthem or a superficial infection. In many 
cases the child had been fretful and ill for several 
days before the onset of the pain. 

In 90 per cent of the cases in which a bacterio- 
logical examination was made, the staphylococcus 
aureus was found to be the causative organism. 

Of the 71 fatal cases, autopsy was performed in 5r. 
In all except 6 of the latter pywmic lesions were 
found. Mentioned in order of decreasing frequency, 
the most common findings were pericarditis, ab- 
scesses or infarctions in the lungs, renal abscesses, 
acute pleurisy, and empyema. ‘Twelve patients re- 
covered after treatment of pywmic lesions, 1 after 
drainage for empyema, and 1 after drainage for 
pyopericardium. 

As a rule the symptoms had been noted for less 
than seven days before the patient’s admission to 
the hospital. While in many of the cases the 
temperature was below too degrees F., in the 
majority the pulse rate was 120 or more. 

The diagnosis was usually easy except when the 
lesion was at the upper end of the femur. An im- 
portant sign of involvement of the upper end of the 
femur is tenderness over the trochanter and in 
Scarpa’s triangle. The authors call attention to the 
frequency with which osteomyelitis of the small 
bones of the foot suggests cellulitis of the foot and 
the correct diagnosis is not made until a draining 
sinus persists and the foot is examined with the 
roentgen ray. 

All of the cases reviewed were treated surgically. 
In 64, the operation was limited to simple incision 
and drainage of the subperiosteal space because the 
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infection seemed to be limited or the patient was too 
ill for further attempts at drainage. In 18 of these 
cases a secondary operation was necessary. In 20 
selected cases primary diaphysectomy was _ per- 
formed with only 1 death. In 8, it was done on the 
fibula, and in 6, on the radius. In the more acute 
cases, especially those with involvement of the femur 
and tibia, the gutter operation was the routine 
procedure. The removal of bone should extend up 
into the metaphysis. Of 176 patients treated by 
the gutter operation, 52 died. Of 2 patients treated 
by Orr’s method, both died. 

Next to pyemia and septicemia, the most im- 
portant complication was infection of a neighboring 
joint. This was most frequent in osteomyelitis of 
the upper end of the tibia. In the treatment of the 
latter it is important to carry the periosteal incision 
up to the epiphyseal line. An infected joint should 
be opened early if no improvement follows aspira- 
tion. Amputation must also be considered early. 
Of 44 cases in which acute arthritis developed, 
amputation of the leg was done in 12. 

For spreading infection of soft tissues the accepted 
treatment is rest and the application of heat until 
localization and pus formation occur, and then in- 
cision and drainage. It appears that the same 
principles should be applied to osteomyelitis. Cases 
of great severity should be treated by simple 
periosteal incision. The bone should be opened only 
when it contains demonstrable pus. The presence 
of pus in the bone can be determined by exploring 
with a trephine or drill. Of the cases reviewed, the 
mortality was lower (25 per cent) in those treated 
only by periosteal incision than in those in which the 
gutter operation was performed (29.5 per cent), in 
spite of the fact that in many cases the more con- 
servative operation was chosen only because the 
condition of the patient was considered too critical 
for a more radical procedure. 

CuestTerR C. Guy, M.D. 


Slocum, M. A., McClellan, R. H., and Messer, F. C.: 
Investigation into the Modes of Action of Blow 
Fly Maggots in the Treatment of Chronic 
Osteomyelitis. Pennsylvania M. J., 1933, xxxvi, 
570°. 

It seems to be generally agreed that the presence 
of live maggots in osteomyelitic wounds removes 
necrotic tissue, promotes healthy granulation, and 
causes a prompt diminution in the number of 
bacteria present. 

The removal of sloughs has been ascribed to the 
supposed ability of the maggots to chew or tear the 
necrotic tissue and to the action of an enzymic sub- 
stance. It has been reported that an active 
principle with bactericidal properties may be iso- 
lated from a filtrate of crushed maggots. Baer sug- 
gested that the diminution of bacteria may be due 
to the increased alkalinity of the wound secretions 
which he noted following the introduction of maggots. 

The authors have succeeded in showing that 
maggots produce a secretion with a weak proteo- 
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lytic action, and that their digestive tract contains a 
proteolytic enzyme of high potency. The healing 
process in the wound is dependent partly on the fact 
that only a weak liquefying solution comes in con- 
tact with the patient’s tissues, whereas the strong 
enzyme is present only within the maggot, where it 
completes the digestion. 

The authors’ studies demonstrated also that 
maggots have a bactericidal action. A series of 
bacterial counts made from the wound secretions in 
cases of chronic osteomyelitis showed that althoug), 
there was a noticeable fluctuation in the number o/{ 
bacteria in healing wounds, the general trend was 
always downward. 

It was found that maggots render the wound 
alkaline by forming ammonia. A relationship be- 
tween the degree of alkalinity and the number of 
bacteria was noted. 

No bactericidal power could be demonstrated in 
crushed maggots or extracts of maggot tissue. 

Norman C. Buttock, M.D. 


Bromer, R. S., and Downs, E. E.: Tuberculosis of 
the Diaphysis. Am. J. Roentgenol., 1933, xxix, 617. 


The authors report a destructive tuberculous 
lesion involving the middle portion of the left fibula 
of a man seventy-six years of age. When the patient 
was examined at another hospital because of swelling 
of the leg, a diagnosis of bone cancer was made and 
amputation urged. Roentgen-ray examination by 
the authors led to a diagnosis of low-grade osteo 
myelitis. The Wassermann test was negative. The 
diagnosis of tuberculosis of the epiphysis was made 
by aspiration and guinea-pig inoculation. Treatment 
consisted of deep incision and curettage. Healing 
resulted promptly, and there was no recurrence in 
fourteen months. Later, however, a localized swell 
ing developed at the right elbow and was treated at 
another hospital by incision and drainage. The 
patient states that drainage has persisted since 
then. No guinea-pig inoculations were made at that 
time. 

This case report is followed by a review of the 
literature on lesions of the type described. The 
condition was reported by Boyer in 1803 under the 
name “‘spina ventosa.”’ The tuberculous nature 
spina ventosa was afiirmed by Nélaton in 1837. 

According to their location, tuberculous lesions vi 
the long bones have been divided into two main 
groups: (1) those in the diaphyseo-epiphyseal region, 
and (2) those in the diaphysis. The former are the 
more common. The various theories advanced tv 
explain the frequency of the lesions in these regions 
are discussed. : 

The cases and classifications of Hildebrandt, 
Zumsteeg, Schinz, Sorrell, Sorrel-Déjerine, Fried- 
laender, Allison, Fisher, Juengling, and Greig are 
reviewed. Caan’s modification of Kuettner’s classi 
fication is as follows: 

1. a. Primary in the shaft. This may be second- 

ary to a tuberculous focus not in the 
bones. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 351 


b. Primary in the metaphysis and spreading 
from there to the shaft. 

2. Primary in the joint or epiphysis and spreading 

from there to the shaft. 

a. Progressive infiltrating tuberculosis. 

b. Caries carnosa. 

c. A type similar to “a” and “b,” but 
characterized by a chronic course and 
a better prognosis. 

The author believes that the lesion in his case was 
of the less common second type described by Caan. 
This is a peripheral lesion. According to Krause, it 
occurs most frequently in young persons with other 
old or recent tuberculous foci. However, it may 
occur also in persons of any age who have shown no 
previous evidence of tuberculosis. The bones most 
commonly involved are the humerus, ulna, and tibia. 

The following roentgenological classification of 
diaphyseal lesions is presented: 

1. Lesions confined strictly to the diaphysis. 

a. The destructive superficial type. 

b. The periosteal or productive type, which 
is much more frequent. 

2. Lesions involving the diaphysis, the metaph- 

ysis, and often the epiphysis. 

a. The productive periosteal type. 

b. Lesions presenting a large, sharply de- 
fined area of rarefaction involving the 
metaphysis and extending across into 
the epiphysis. 

c. Tuberculous osteomyelitis involving the 
major portion or, very often, all of a 
long bone. RoBert V. FunsTen, M.D. 


Harris, H. A., and Russell, A. E.: Atypical Growth 
in Cartilage as the Fundamental Factor in 
Dwarfism and Achondroplasia. Proc. Roy. Soc. 
Med., Lond., 1933, Xxvi, 779. 


In an attempt to find an explanation for certain 
disorders in the growth of bone, especially in 
achondroplasia, the authors studied anew the mode 
of growth of cartilage in the mammalian embryo. 
Cartilage, more than any other tissue in the human 
body, displays a constancy of morphological charac- 
teristics. In a study of proliferating cartilage from 
the ends of the long bones in the human embryo it 
was found that most active growth, as judged from 
the presence of mitotic figures, occurs in a ring- 
shaped zone below the free surface. On passing from 
this zone of active mitosis toward the free surface, 
toward the center of the cartilaginous epiphysis, and 
toward the shaft, the cartilage cells become pro- 
gressively older. As they become older, they undergo 
degenerative changes, those at the center of the 
epiphysis becoming calcified from deficiency in 
nutrition. In the diaphyseal region the cartilage 
cells become arranged in longitudinal and transverse 
columns with an intercellular matrix which under- 
goes calcification. Capillaries from the marrow of 
the shaft invade the zone of cartilage, bringing primi- 
tive fibroblasts which differentiate into osteoblasts. 
These remove the calcified cartilage and lay down 


bone in the longitudinal and transverse columns or 
trabeculae. Many of the former and most of the 
latter disappear, but the trabeculae which remain 
assume the pattern already delineated in cartilage 
during the earlier process of proliferation. This 
pattern is hereditary. It is present in the embryo 
before the development of muscles, and is seen to be 
present even when the rudiments of the limb of a 
chick embryo are grown in tissue culture. It is there- 
fore not due to muscle pull, stress, or tension, as is 
assumed on the basis of Wolff’s law. The process of 
calcification in cartilage is regarded as the unique 
means whereby the hereditary form of bone can be 
maintained throughout life. 

In a study of the ends of the long bones of an 
achondroplastic newborn infant to determine how 
the bone growth differed from the normal, it was 
found that the normal process of calcification in 
the matrix of the epiphyses was replaced by a 
mucoid degeneration which occurred in several areas. 
Between these areas calcification and bone formation 
took place, resulting in multiple irregular centers of 
ossification instead of a single center. In the 
epiphyseal cartilage adjoining the shaft the cells did 
not arrange themselves in the normal longitudinal 
and transverse columns, and a dense transverse bar 
of bone adjoined the marrow cavity. 

In a study of the epiphyses of a child of eleven 
months with congenital deformities it was found 
that mvcoid degeneration was present in the region 
of the zone of the most active cartilage growth. 
Where this degeneration occurred there resulted 
collapse of the epiphyses accompanied by patchy 
ossification or ‘‘stippled epiphyses’’ and chronic 
arrest of growth of the long bones. This pathological 
picture is most marked in achondroplasia. It is seen 
also in the vertebra, where it results in irregularities 
in the size and shape of the vertebral bodies. The 
cause of mucoid degeneration in cartilage is un- 
known. CuesterR C. Guy, M.D. 


Siegel, L., and Zschau, H.: Studies of the Develop- 
ment of Bony Ankyloses (Untersuchungen ueber 
die Entstehung knoecherner Ankylosen). Deutsche 
Zischr. f. Chir., 1933, CCXXXix, 205. 

The nature of the development of bony ankyloses 
is not yet uniformly explained. We lack especially 
exact knowledge as to the conditions under which 
and the form (whether osteoplastic or metaplastic) 
in which the ossifications occur in the joint. The 
authors review the prevailing different and partly 
contradictory views regarding the development of 
bony and congenital ankyloses, and the importance 
of arthritis, immobilization, and articular trauma in 
the origin of the former. 

They then report their histological studies of an- 
kyloses in tuberculosis, gonorrhoeal arthritis, rheu- 
matic processes, osteomyelitis (suppurative arthritis) 
and traumatic conditions (fractures). 

New bone formation in the connective tissue origi- 
nating from the articular capsule was not observed 
in fibrous ankyloses. From the results of the study 
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the possibility of a metaplasia of this connecting 
link of synovial origin into fibrous cartilage may be 
assumed. The findings permit the conclusion that 
the cells of the blood-vessel walls may become bone- 
forming cells. The development of a bony ankylosis 
with persisting articular cartilage occurs most often 
by enchondral ossification in which osteoblasts from 
the bone-marrow cells or the cells of the blood-vessel 
walls act as bone formers. A prerequisite for bony 
union of the cartilaginous articular surfaces changed 
in this way is the disappearance of the fibrous 
connective tissue filling the articular space. This is 
destroyed by pressure or, less frequently, changes 
into fibrous cartilage. In addition to this type of 
ossification there is a direct change of fibrocartilagi- 
nous rests of the original articular cartilage in the 
bone. With complete destruction of the articular 
cartilage, the bone formation proceeds in a germinal 
tissue growing into the articular space from the 
opened medullary spaces. F. O. Mayer (Z). 


Pern, H.: The Treatment of the Joint Lesions of 
Arthritis Deformans. Jed. J. Australia, 1933, i, 
573: 

In cases of joint lesions of arthritis deformans the 
author follows the line of treatment advocated by Sir 
Robert Jones which consists of a carefully balanced 
combination of rest and active and passive motion. 
He divides the arthritic joints into the following 
three groups: (1) joints affected by acute inflamma- 
tion, (2) joints affected by subacute inflammation in 
its various stages, and (3) stiffened joints with vary- 
ing amounts of destruction but no apparent in- 
flammation. 

In Pern’s cases of Group 1, a woolen bandage is 
applied with some pressure to reduce the swelling 
and at intervals of from two to four days is removed 
for a single movement of full range. Weight-bearing 
and painful motion are avoided. If the joint is not 
put at rest, fresh trauma will be produced each time 
it is moved actively and chronic inflammation will 
be set up. If rest is prolonged and complete, adhe- 
sions will form even though the inflammation is 
cured. 

In cases of Group 2 the joint loses its stability from 
overstretching of its capsule and weakening of its 
supports. If active movements are performed, the 
joint is used mechanically incorrectly and further 
inflammation is set up. The amount of rest required 
can be accurately estimated from the amount of 
inflammation present. Until the inflammation sub- 
sides there should be very little active movement of 
the joint. When a patient undertakes his own treat- 
ment he may overwork the joint when it has become 
inflamed. 

In discussing the treatment of cases in Group 3 the 
author takes up the specific treatment of spinal 
lesions, lesions of the upper and lower extremities, 
and the joints of the upper extremities. He outlines 
the types of exercises which he prescribes and dis- 
cusses mobilization by continuous force by means 
of appliances, the breaking down of adhesions at 
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one or two sittings, and the gradual breaking down 
of obstructions at frequent intervals. 

Pern suggests that arthritis may be due to dis 
turbances of the ductless glands, as the severe forms 
of the acute type occur at a period of ductless gland 
activity and instability, the mild chronic rheumatisn: 
and single joint involvements occur at a period oi} 
ductless gland stability, and the chronic degenera 
tive types occur at a period of ductless gland de 
terioration. Roper? V. FuNSTEN, M.D. 


Cecil, R. L.: Rheumatoid Arthritis. A New Method 
of Approach to the Disease. J. Am. M. Ass. 
1933, C, 1220. 


In the last forty years our knowledge of arthritis 
has been advanced by: (1) recognition of the two 
great types of chronic joint disease now usually re 
ferred to as ‘rheumatoid arthritis” and ‘“‘ostec 
arthritis,” (2) Billings’ theory of focal infection, 
(3) modern bacteriology and serology, (4) studies of 
the relation of the carbohydrate metabolism and vo 
vitamins to arthritis, (5) new methods in the ay) 
plication of physical therapy, hydrotherapy, ani 
climatology, and (6) advances in the surgical and 
orthopedic treatment of chronic arthritis. 

A classification recently adopted lists 6 types o! 
arthritis: infectious (rheumatoid), degenerative 
(osteo-arthritis, hypertrophic arthritis), allergic. 
traumatic, metabolic, and neurogenic. 

It is important to distinguish between rheumatoi| 
arthritis and osteo-arthritis. The former is primaril\ 
a disease of the synovial membrane and other soli 
parts of the joints in which microscopic examination 
shows peculiar clumps of lymphoid cells and roent 
gen-ray examination discloses, first, a haziness of the 
interarticular space and bone rarefaction, and later, 
cartilage destruction, apposition of the surfaces, anc 
possibly fusion. Osteo-arthritis involves the hari 
tissues of the joint, causing fibrillation and thinning 
of the cartilage, condensation and eburnation of the 
bone, and bony spiculation and hypertrophy of the 
articular margins, but no fusion of the surfaces 
These differences suggest that the 2 types are dis 
tinct entities due to different causes. The granula 
tion tissue in the joint, the clinical course, the 
symptoms, and the laboratory findings indicate tha‘ 
the rheumatoid type is a chronic inflammatory 
process. Hypertrophic arthritis, or osteo-arthritis, 
appears to be a degenerative lesion which is possibly 
aggravated by toxic or metabolic factors, but is not 
due primarily to infection. 

In rheumatoid arthritis, focal infection is of great 
importance. Of 154 cases of this disease reviewed b\ 
the author in 1929, streptococci were isolated from 
the blood in 62 per cent and were found also in the 
joints in 67 per cent of those in which joint cultures 
were made. As these organisms will produce the 
disease when they are injected into rabbits and as 
the serum of most patients with rheumatoid arthriti- 
contains specific agglutinins for them, there seems 
sufficient evidence to warrant the conclusion that i 
causative organism has been discovered. 
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Several investigators have found that the average 
sedimentation index is definitely higher in rheu- 
matoid arthritis than in osteo-arthritis, and the 
conclusion has been drawn that any case with joint 
symptoms and a sedimentation index above 1 may 
be considered a case of infectious arthritis if other 
forms of infection can be eliminated. 

Of a small series of cases of arthritis in which 
Schilling hemograms were made, the rheumatoid 
groups showed a distinct shift to the left, which was 
not shown by the osteo-arthritic group. This con- 
stitutes further evidence of an infectious origin of 
rheumatoid arthritis. 

The modern clinical laboratory can aid in the 
differential diagnosis of arthritis by cultural studies 
of the blood and joint fluid, agglutination tests of the 
blood with the streptococcus haemolyticus, sedi- 
mentation tests, and Schilling leucocyte counts. 
These procedures will prove useful also in deter- 
mining the response to treatment and the prognosis. 

In osteo-arthritis, reduction of weight by a low- 
calorie diet, the administration of thyroid extract 
when the metabolic rate is low, the correction of 
posture by orthopedic measures, physical 
therapy are of value. Vaccine is useless. The re- 
moval of foci of infection should be undertaken only 
tu protect the patient’s health and not with any 
hope of curing the degenerative process in the joint. 

In rheumatoid arthritis the elimination of foci of 
infection is the chief therapeutic indication. Physical 
and mental rest is very important. The diet should 
have a low carbohydrate and a high vitamin content. 
Good elimination and a copious water intake are 
necessary. Heat, exercises, and massage are valua- 
ble. In cases showing no improvement under treat- 
ment by these measures, the hot, dry climate of the 
Southwest may have a good effect. Streptococcus 
vaccines administered intravenously are sometimes 
beneficial. They should be tried for at least a few 
months and then discontinued if no improvement is 
noted. The only drugs of value are iron for anemia, 
arsenic and strychnine as tonics, and salicylates for 
the relief of pain. When deformities result, ortho- 
pedic surgery may be of great benefit. 

C. Guy, M.D. 


Jeanneney, G.: Seven Cases of Chronic Ankylosing 
Rheumatism Treated by Parathyroidectomy 
(Sept cas de rhumatisme chronique ankylosant 
traités par parathyroidectomie). Bordeaux chir., 1932, 
No. 2, 147. 

In the first of the seven cases of chronic ankylosing 
rheumatism reported by the author there was slight 
improvement after the operation and in three there 
was marked improvement. One patient died on the 
twentieth day and one on the twenty-seventh day. 
In two cases there was considerable improvement, 
and in one there was none. 

In the cases in which the parathyroidectomy was 
beneficial the pain stopped immediately after the 
operation and there was improvement in function as 
a result of the relaxation of the protective con- 
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tracture. However, the disability from the ankylo- 
sis was not affected at all or was not affected until 
late. The swelling of the joints subsided, the trophic 
skin symptoms were cured, and the blood calcium 
fell to normal or even below normal. The roentgen 
appearance of the bones changed little. In one case 
there was slight recalcification after several months. 
Leriche estimated that the improvement persists for 
years or permanently in 52 per cent of the cases. 

The author’s cases showing improvement were 
those of painful ankylosing arthritis without a 
history of infection or gout and with hypercalcemia. 
In two cases the parathyroids were not found. In 
one of the latter the operation was a complete 
failure, but in the other it was followed by marked 
improvement which was attributed to the ligation of 
all four thyroid arteries. The failure is explained by 
the assumption that the condition was probably 
tuberculous arthritis. One of the deaths was caused 
by pneumonia, but was preceded by signs of hypo- 
parathyroidism. The other was apparently caused 
by late parathyroid insufficiency. The resistance of 
persons with chronic ankylosing rheumatism is not 
very great. The author states that he intends, in the 
future, to perform only unilateral operations. 

When there are signs of hypoparathyroidism im- 
mediately after the operation, calcium and irradiated 
ergosterol should be given. Care should be taken in 
the mobilization of the joints which are no longer 
painful. If operation is done with care to avoid 
hypoparathyroidism it promises to be of great value. 

AuprEY Goss Morcan, M.D. 


Dawson, M. H., and Boots, R. H.: Recent Studies 
in Rheumatoid (Chronic Infectious, Atrophic) 
Arthritis. New England J. Med., 1933, ccviii, 1030. 

Rheumatoid or atrophic arthritis must still be con- 

sidered a disease of unknown causation. However, it 
presents many of the characteristics of an infectious 
process. There is often a history of an acute in- 
fection of the upper respiratory tract such as a 
common cold, pharyngitis, tonsillitis, peritonsillar 
abscess, or sinusitis. A low-grade fever accompanied 
by a slight leucocytosis is a common manifestation 
of the disease. Frequently the pulse is rapid, and 
in over 80 per cent of the cases there is definite 
anemia. Muscular atrophy occurs to a degree too 
considerable to be ascribed to mere disuse. The pa- 
tient almost invariably loses weight and appears 
chronically ill. All of these clinical features are consist- 
ent with infection. Until recently, the theory that 
rheumatoid arthritis is related or due to infection 
was based on purely clinical findings, but in the past 
few years it has gained considerable support from 
bacteriological and pathological investigations. 

According to some, the disease is caused by the 
growth of the infecting organisms in the tissues 
affected. According to others, it represents a re- 
action to a focus of infection elsewhere which is of 
the nature of an allergic phenomenon or a simple 
toxic reaction to noxious products absorbed from the 
primary focus. 
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The authors’ findings and conclusions are sum- 
marized as follows: 

1. Contrary to the results of certain other in- 
vestigators, streptococci could not be recovered 
from the blood or tissues of patients suffering from 
rheumatoid arthritis. 

2. At a temperature of 55 degrees C. the serum of 
patients with rheumatoid arthritis usually possesses 
the capacity to agglutinate strains of streptococcus 
hwmolyticus to an extraordinarily high titer. This 
agglutination is a very characteristic phenomenon, 
but further work is required before conclusions can 
be drawn with regard to its significance. 

3. Subcutaneous nodules which show a striking 
histological resemblance to those occurring in 
rheumatic fever have been observed in approximate- 
ly 20 per cent of cases of rheumatoid arthritis. 

4. The sedimentation rate of the erythrocytes in 
rheumatoid arthritis parallels to an extraordinary 
degree the severity and extent of the arthritic 
process. The test constitutes a convenient method 
of evaluating the results of therapeutic measures 
and is useful as an aid in the differentiation of 
rheumatoid arthritis from osteo-arthritis. 

5. While vaccine therapy may be accorded a trial 
in the treatment of rheumatoid arthritis, its value 
has not been determined. In cases of osteo-arthri- 


tis there seems to be no justification for the use of 
vaccines. 

6. Pathological and immunological evidence con- 
firms the clinical impression that rheumatoid 
arthritis is a clinical entity, and suggests that the 
condition is of infectious origin. 


H. EarLte ConweE tt, M.D. 


Guibal, A., and Montagne, J.: Osteomyelitis of 
the Scapula (L’ostéomyélite de lomoplate). 
Rev. de chir., Par., 1932, lii, 268. 

The authors have recently observed a number of 
cases of acute infection of the scapula which called 
their attention to the difiiculty of diagnosing osteo- 
myelitis of this bone. This difficulty is due largely 
to the complex structure of the bone, which is of 
such a nature that infections of different parts of it 
simulate inflammations of other regions. 

The bone has ten centers of ossification and a 
number of ridges and processes which, together with 
the muscles and aponeuroses, outline a number of 
fosse and spaces which drain in different directions. 
There may be multiple foci of osteomyelitis and 
fistula from suppuration open at various points. 
Supraspinal foci spread toward the neck, subspinal 
foci toward the back, subscapular foci toward the 
wall of the thorax, anterior foci toward the scapulo- 
humeral joint, and axillary foci toward the axillary 
space. When the infection is multifocal the inflam- 
mation may invade the whole region. 

It is important to know the different localizations 
in order to suspect osteomyelitis of the scapula 
when symptoms point to different regions and in 
order to choose the correct route of approach to the 
diseased part of the bone. 
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The topography of the region is described in de- 
tail with illustrations, and cases of involvement in 
the different locations are reported. 

Aubrey Goss Morcan, M.D. 


Richard, A., Delahaye, A., and Calvet, J.: Observa- 
tions Regarding the Clinical Aspects and Treat- 
ment of Sacrocoxalgia (Remarques cliniques «| 
thérapeutiques sur la sacro-coxalgie). Rev. d’orthop., 
1933, Xl, 97. 

Thirty-six cases of sacrocoxalgia treated by the 
authors are reported. The case histories are supple 
mented with roentgenograms. Twenty-six of the 
patients were adults. The course of the disease is 
quite different in children and adults. While, in 
both, the initial lesion is in the bone and the joint 
becomes involved secondarily, in the child the 
primary osteitis, which is generally in the ilium, is 
at a distance from the joint and for a long time the 
clinical and roentgen signs are those of a simple 
osteitis which may be cured before it reaches the 
joint. Joint involvement is always late. In the 
adult, involvement of the joint is much more rapid. 
The differences between the joint of the child ani! 
adult which are responsible for the variations in the 
course of the disease are shown by roentgenograms. 

When the joint is threatened its defensive forces 
are mobilized. In the early stages there is a tend- 
ency toward spontaneous healing by fibrous anky 
losis or synostosis. 

In the child the characteristic feature is a long 
period without functional disturbances during which 
abscess is the only sign of the osteitis. Later there is 
painful limping and the roentgenogram shows an old 
iliac lesion with late invasion of the joint and trophic 
disturbances. If the osteitis is recognized and 
treated in time, the joint involvement may be pre 
vented. At first the only signs suggesting osteitis 
are slight psoitis, deep infiltration of the buttock, 
slight muscle atony, slight difficulty in walking, anc 
a fever characteristic of tuberculosis or the presence 
of a focus of tuberculosis elsewhere in the body. 
Rest in bed and immobilization will often bring 
about spontaneous retrogression. In some cases 
curettage of fungosities or removal of sequestra 
may be necessary. 

In adults there are five signs on which an earl 
diagnosis may be based. Two functional signs are 
pain in the sacral roots and painful limping. Two 
roentgen signs are sacro-iliac diastasis and displace. 
ment at the symphysis pubis, the bone on the dis 
eased side being pushed up farther than the bone on 
the normal side. In addition to these signs there is 
pain on digital examination of the joint, which is 
demonstrated best by rectal palpation. 

When sacrocoxalgia reaches the stage of abscess 
formation it is severe. The surgeon should attempt 
to prevent its reaching this stage. 

The present tendency in treatment is to bring 
about immobilization as early as possible by opera 
tive ankylosis. The two methods used are trans 
articular and extra-articular arthrodesis by mean: 
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of grafts taken from the tibia. In two of the authors’ 
cases it was necessary to resect the posterosuperior 
spines of the illum. Auprey Goss Morean, M.D. 


Borsotti, P. C.: The Pathology and Surgery of the 
Articular Menisci of the Knee (Patologia e 
chirurgia dei menischi articolari del ginocchio). 
Arch, ital. di chir., 1933, Xxxiii, 109. 


Borsotti reviews the anatomy and physiology of 
the articular menisci of the knee joint, reports his 
observations in 147 cases in which operation was per- 
formed for disturbances of these structures, discusses 
the embryological development of the menisci from 
the fiftieth day of intra-uterine life to birth, and 
describes the degenerative changes that occur in the 
menisci during life and are found in the cadaver. 

In his discussion of the pathology of the menisci 
he reports a case of meniscitis, that of a patient 
thirty years of age with symptoms referable to a 
lesion of the internal meniscus. At operation, the 
meniscus was found thickened, swollen, and defi- 
nitely inflamed. The synovial membrane was also 
inflamed. Excision of the meniscus was done. Ex- 
amination of the excised specimen revealed no signs 
of fracture. Histological examination disclosed evi- 
dence of chronic inflammation in the capsule and the 
outer third of the meniscus. It was difficult to deter- 
mine whether the inflammation of the meniscus was 
primary or secondary to inflammatory processes 
elsewhere in the joint. However, the patient was 
relieved of symptoms following the removal of the 
meniscus. 

In an experimental study of the reaction of the 
menisci to staphylococcus infection of the joint, 
Borsotti found that the menisci become involved in 
the inflammation early and undergo extensive 
degeneration. 

In order to determine the reaction of the semi- 
lunar menisci to general infections, Borsotti made a 
postmortem study of the menisci of persons dying 
from acute infections. His observations indicate 
that the menisci do not participate to any degree in 
the general infectious process. However, in a case of 
osteomalacia he removed a meniscus that consisted 
solely of dense fibrous connective tissue. 

The histological changes found in menisci re- 
moved by operation usually consisted of the com- 
bination of a degenerative and an inflammatory 
process. In the menisci which were dislocated but 
not fractured there were practically no structural 
alterations, whereas of 103 fractured menisci, 90 
showed definite histological changes. One specimen 
presented evidence of spontaneous repair. ‘The 
author believes that spontaneous repair is uncom- 
mon as the fractured fragments must remain to- 
gether and this is almost impossible in the knee. 

Regeneration of the meniscus was studied experi- 
mentally in rabbits. No regeneration of cartilage 
was noted, but hypertrophy of connective tissue at 
the site of excision was common. 

The relation of the lesions of the menisci to 
arthritis deformans is discussed. Destruction of the 
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meniscus may occur in this joint disease, and the 
author believes that repeated neglected injuries of 
the menisci may predispose to arthritis deformans. 
Removal of the meniscus arrests the course of the 
arthritis. Meniscectumy does not predispose to 
arthritis deformans. 

The author reviews traumatic lesions of the 
menisci and discusses their development, pathology, 
symptoms, and diagnosis. ‘The article contains 
several roentgenograms taken after the injection of 
oxygen into the knee joint to outline the fractured 
meniscus. Borsotti finds this method of considerable 
diagnostic value. He describes the technique of the 
injection in detail. He has noted no unfavorable 
effects from the procedure. 

Treatment of the injured meniscus consists of 
early surgical removal to prevent inflammatory and 
arthritic changes. Donati’s method of approach to 
the joint through a transverse, slightly curved in- 
cision 7 or 8 cm. long is described. This incision be- 
gins at the margin of the patellar ligament, curves 
downward and posteriorly so as to cross the inter- 
articular line at its lowermost portion, and ends 
about 0.8 cm. above the interarticular line pos- 
teriorly. ‘he capsule is incised transversely. The 
collateral ligament need not be incised unless more 
exposure is necessary. 

After the operation, mobilization is begun at 
about the fourth or fifth day and is accompanied by 
massage of the quadriceps group of muscles. 

Borsotti reports a case in which a synovial cyst 
was found in a fractured meniscus. He discusses the 
theories concerning the causation and reviews the 
symptoms and surgical treatment of such cysts. 

Peter A. Rost, M.D. 


Speed, J. S., and Blake, T. H.: March Foot. J. Bone 
& Joint Surg., 1933, XV, 372. 

March foot is a clinical entity characterized by 
painful swelling of the forefoot. It was first de- 
scribed in 1855. Since then, little has been added 
to our knowledge regarding it except that it is often 
associated with a spontaneous fracture of one of 
the metatarsal bones. There is seldom a history 
of direct trauma, but practically all patients with 
the condition report excessive foot strain. German 
and French surgeons have reported many cases in 
soldiers after long, forced marches; hence the name. 

The pain is at first indefinite and associated with 
tenderness over the second or third metatarsal bones 
anteriorly. It is followed by an edematous swelling 
of the dorsum of the foot with local redness and heat. 
The condition is benefited by rest, but recurs with 
use of the foot. In the later stages a firm, tumor-like 
mass can be felt attached to the bone. 

Clinically, two types of the condition are recog- 
nized, a mild type, in which the disability lasts from 
one to two weeks and is not associated with roent- 
genographic evidence of a bone lesion, and a more 
severe type, in which the disability lasts for from 
two to three months and is associated with peri- 
osteal proliferation, spontaneous fracture, and ex- 
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cessive callus formation. The fracture line may 
escape detection as it may be obscured by callus 
or may be so fine that a good roentgenogram and a 
magnifying glass are required for its visualization. 

The incidence of fracture is reported by different 
surgeons at from 20 to go per cent. Its variation is 
explained by the fact that civilians usually seek 
medical attention only when the condition is severe 
and by the fact that when roentgenograms are made 
the fracture line is often overlooked. The fracture is 
practically always limited to one metatarsal. Dis- 
placement of fragments is unusual. 

The progress of the bone lesion was followed in 
several cases by a series of roentgenograms. From 
one to three weeks after the onset of symptoms 
periosteal fuzziness appears with or without a 
fracture line. Later there is an excess of callus 
and a fracture with an irregular outline is seen dis- 
tinctly. The callus then becomes denser, anda spindle- 
shaped mass, which may be taken for a sarcoma, 
is observed. Healing then occurs, and six months 
later the bone appears normal except for slight 
residual thickening of the cortex. 

The cause of the condition is still unknown, but is 
undoubtedly associated with foot strain. Foot strain 
may weaken muscles and relax ligaments, thereby 
exposing the metatarsals to unusual tension and 
trauma. A disturbance ef function of the anterior 
metatarsal arch seems probable, but it is not known 
whether this produces the fracture by trauma or 
by altering the nutrition of the bone by causing a 
circulatory disturbance. 

The treatment of march foot should include rest, 
hot applications, and relief from weight-bearing. 
Physical therapy and exercises are also beneficial. 
When walking is resumed, a proper arch support or 
strapping is advisable. When fracture has occurred, 
the average period of disability is from four to eight 
weeks. The prognosis for ultimate recovery is 
always good. 

The authors briefly review nine cases. Several of 
the case histories are supplemented by roentgeno- 
grams. Cuester C. Guy, M.D. 
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Haldeman, K. O.: The Influence of Periosteum on 
the Survival of Bone Grafts. J. Bone & Joint 
Surg., 1933, XV, 302. 


The controversy regarding the mode of repair of 
bone had, as its natural sequel, the dispute as to the 
survival and growth of the various types of grafts. 
Since Duhamel first advanced the periosteal theory 
of bone repair two hundred years ago, this theory 
has had many ardent supporters. Best known of the 
latter was Ollier. Equally confident, though fewer 
in number, have been the proponents of the theory 
that bone is formed by the cells of the cortex. Ac- 
cording to a third theory, which has gained ground 
in recent years, the new bone following a fracture is 
formed extracellularly by the deposition of calcium 


salts in an cedematous embryonic type of connective 
tissue. 

Whether or not a bone graft continues to live and 
the parts played by its various components in its 
survival are of great importance in the surgery oi 
bones. Ollier believed that a piece of living perios 
teum-covered bone continues to live and grow after 
its transplantation to a bony bed. Barth, in 1894, 
maintained that all parts of a transplanted bone dic 
and are replaced by a new growth of bone from the 
site in which the transplant is placed. During the 
following decade Barth’s theory that all varieties o/ 
bone material are equally successful was generally 
accepted and surgeons turned from the use of living 
bone grafts to the implantation of dead bone. How 
ever, the clinical results during that decade demon 
strated the superiority of living grafts. 

Recently, Phemister and others have shown that 
the dead portions of a graft are formed into living 
bone by the process of “creeping substitution’”’ in 
which the periosteum, endosteum, and cells of thi 
haversian canals of the graft play a part. 

The experiments reported by the author were 
carried out to determine the fate of the different 
types of bone grafts under conditions resembling 
those found clinically, in the hope that conclusions 
might be drawn regarding the relative importance 
of periosteum, cortex, and endosteum in the success 
of grafting. 

Bone-grafting operations were performed on 
twenty-two rabbits between four and eight months 
old. A defect was produced in each radius and the 
gap bridged by a graft taken from the tibia or fibula 
of the same rabbit. The ends of the graft were fixed 
in the open ends of the radius as an intramedullar 
graft. As two bone-grafting operations were per 
formed on each rabbit, it was possible to compare 
the various types of transplants under the same 
conditions. Anesthesia was induced by the intra 
peritoneal injection of 0.060 gm. of sodium amytal 
per kilogram of body weight. The operations were 
performed with an aseptic technique and were fol 
lowed by normal healing without infection. No 
splints were necessary as the intact ulna prevented 
undue movement. After the operation, roent- 
genograms of both forelegs were made at weekly 
intervals until the fate of the grafts became apparent. 
The animal was then killed and the radius and graft 
were studied microscopically. In certain cases the 
animals were sacrificed after three or four weeks to 
determine the earlier changes occurring around the 
grafts. 

It was found that a graft composed of the entire 
fibula survived longer and favored earlier closure of 
the defect than a graft of fibula without periosteum 
or a split fibula. A periosteal graft free from bone 
produced early closure of the defect in every case. 
The osteoperiosteal graft also resulted in early 
closure of the defect, apparently through the activity 
of the periosteum rather than the fine pieces of 
cortex included in the graft. A comparison o! 
cortical grafts with and without periosteum showed 
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clearly that the presence of periosteum on a graft 
favored early closure of the defect and survival of the 
graft. The author draws the following conclusions: 

1. Periosteum is the most important part of a 
hone graft as regards both union of the fractured 
bone and survival of the graft. 

2. In the absence of periosteum on the graft, 
union of the fracture is delayed or fails to occur, and 
the graft dies and is finally absorbed. 

3. The bone cells of a graft die within a few days. 
he framework of the graft may then be revitalized 
by living cells spreading outward from enlarged 
haversian canals, a process which may be called 
“creeping substitution.” H. EarLe ConweLt, M.D. 


Salmon, M., and Contiades, X. J.: The Surgical 
Treatment of Spondylolisthesis (Traitement chir- 
urgical du spondylolisthésis). Rev. d’othop., 1933, 
xl, 193. 

A case of spondylolisthesis in a sixteen-year-old 
girlis reported. When the patient was first seen, the 
deformity was of two months’ duration. It had ap- 
peared without apparent cause. The patient com- 
plained of pain localized in the lower lumbar and 
sacral region. Operation consisted of exposure of 
the sacrum and the third, fourth, and fifth lumbar 
vertebre and the introduction of a thick osteoperios- 
teal graft on both sides of the spinous processes. 
After the operation a body cast was applied and 
immobilization was maintained for two months. 
The immediate results were excellent, and three 
vears later the patient remained functionally cured. 

Twenty-five cases of spondylolisthesis treated 
surgically are reviewed from the literature. 

The essential lesion appears to be faulty develop- 
ment of the vertebral pedicles. There is a gap in the 
bone filled by fibrous tissue which, in stretching, 
allows the body of the vertebra to slip forward on 
the sacrum. The arch remains approximately in its 
normal position. Because of these facts, surgical 
treatment by the introduction of a graft or other 
means of fixation was for a long time regarded as 
useless. However, if the fixation includes the lower 
three lumbar vertebra, it is beneficial. One of the 
most important functions of the graft is to re- 
establish the normal statics of the pelvis by carrying 
the weight of the vertebral column more posteriorly 
with respect to the sacrum. 

The operations of Hibbs, Albee, and Campbell 
are described. The authors prefer the more simple 
operation performed in the case they report. 

ALBERT F. DE Groat, M.D. 


Bankart, A. S. B.: The Treatment of Tuberculous 
Disease of the Hip Joint. Brit. J. Surg., 1933, xx, 
551. 


_ Bankart states that it is misleading to speak of 
joint tuberculosis as a local manifestation of general 
tuberculosis. The joint condition should be con- 
sidered rather a metastatic infection due to the 
accidental detachment of a minute tuberculous 
embolus, an accident which is not likely to be re- 


357 


peated often, as is evidenced by the rarity of multiple 
joint tuberculosis. Tuberculosis of the hip or knee 
is as much a local disease as the primary focus. 

A small tuberculous lesion may produce general 
immunity of the body by the elaboration of small 
doses of tuberculin, but a large lesion, producing 
excessive amounts of tuberculin, may reduce the 
immunity. It would therefore seem that, when 
possible, a large area of tuberculous infection should 
be removed in order to diminish the amount of 
tuberculous toxin absorbed by the body and thereby 
produce a beneficial effect on other and more 
remote foci of the disease. 

Twenty-five years ago conservative treatment of 
hip tuberculosis was favored, but today the tendency 
is toward more radical treatment, and some sur- 
geons are doing arthrodesis in practically all cases. 
It remains to be determined whether abolition of 
movement in the hip joint will cure tuberculous 
disease of the pelvis. 

Pugh has observed that the disease commonly 
begins in the inner portion of the ilium, immediately 
above the acetabulum, and spreads from there to 
the head of the femur and the hip joint through the 
ligamentum teres. Although the symptoms of joint 
disease dominate the clinical picture, the primary 
disease is in the yelvis. Modern extra-articular 
fusion operations do nothing to remove the disease 
in the acetabulum. 

Tuberculous destruction of bone results in the 
formation of a cavity filled by soft tuberculous 
material, and spontaneous cure results only when 
the cavity is collapsed, the soft material is squeezed 
out, and solid bone comes into contact with solid 
bone. This is well demonstrated in spinal caries, in 
which complete and permanent healing results when 
a solid deformity has occurred. Anything which 
prevents obliteration of the cavity leads to the pro- 
duction of a chronic tuberculous cavity, and although 
this may be encapsulated and quiescent for years, it 
remains a constant menace to health. 

Thirty years ago Lorenz maintained that ankylosis 
with sound healing was the best result obtainable in 
tuberculosis of the hip. His treatment consisted 
essentially in allowing weight-bearing with an im- 
mobilizing plaster spica. He treated abscesses by 
aspiration, and deformities by subtrochanteric 
osteotomy. His weight-bearing treatment tended to 
force the head of the femur into the acetabulum and 
obliterate the cavity formed by the destruction of 
bone. Theoretically, an extra-articular arthrodesis 
done before the cavity is obliterated would tend to 
prevent healing, provided the fusion is firm enough 
to prevent ascent of the femur. In practice, how 
ever, operation is usually done late, after cavity 
obliteration has already occurred, and after the 
operation weight-bearing is allowed before the 
artificial fusion is strong enough to prevent ascent 
of the femur. Bankart therefore asks whether extra- 
capsular arthrodesis for tuberculosis of the hip is not 
essentially the same treatment as that advocated by 
Lorenz thirty years ago. 
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Bankart does not believe that an ankylosed hip is 
the best result to be hoped for. He reports nine cases 
in which the dominant feature was pelvic disease, 
quiescent but uncured for years, and suggests that 
this is the common, if not the usual, result of con- 
servative treatment. In all of these cases the tuber- 
culous acetabulum and upper end of the femur were 
excised, the end of the femoral shaft was implanted 
on the cut surface of the ilium, a plaster spica was 
applied, and weight-bearing was allowed after from 
five to eight weeks. All of the wounds healed by 
primary intention except one in which there was a 
secondary infection. All of the patients have stable 
hips, and all except one, who later developed a sinus 
and complete ankylosis, have some useful motion. 

In conclusion Bankart suggests that early excision 
of the focus in the ilium may be considered a rational 
method of treatment since, according to his ex- 
perience, it may result in earlier cure with preserva- 
tion of some useful motion. As the operation is a 
severe one, a blood transfusion at the same time is 
essential. Bankart reports two deaths, both those of 
children. One was due to haemorrhage and the other 
to pulmonary embolism. Cuerster C. Guy, M.D. 


Odasso, A.: Astragalectomy: Indications and Re- 
sults (Indicazione ed esiti dell’ astragalectomie). 
Arch, ital. di chir., 1933, xxxiii, 507. 

Following a detailed discussion of the anatomy 
and function of the astragalus, the mechanics of 
normal gait, the form and functional possibilities of 
the foot after astragalectomy, the indications for the 
operation, the operative technique, and the after- 
care, the author gives the histories of twelve cases 
followed for periods up to eight years after operation. 
In seven of these cases the operation was done for 
tuberculosis; in one case each, for fracture and dis- 
location of the astragalus; in two cases, for de- 
formities following poliomyelitis; and in one case 
for painful flat-foot. All the results may be regarded 
as excellent if the seriousness of the condition is 
taken into consideration. The foot was only slightly 
deformed and retained well its functions in standing 
and walking. 

Odasso concludes that astragalectomy is most 
clearly indicated in the following conditions: 

1. Fracture. Astragalectomy is indicated in cases 
of fracture because, even in the absence of displace- 
ment, fractures involving the articular surfaces are 
usually followed by poor functional results on ac- 
count of the characteristic lack of consolidation and 


the development of periarthritis. Although success- ° 


ful results from simple bandaging or operative re- 
duction in exceptional cases are being reported in 
increasing numbers, the majority of surgeons advise 
early and total astragalectomy because of the un- 
satisfactory late results of these procedures. While 
its results are less brilliant in cases of old, poorly 
healed fractures and those complicated by arthritis, 
astragalectomy alone may improve the sequel. 

2. Dislocation which is irreducible, habitual, or 
accompanied by wounds or fracture. 
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3. Osteomyelitis of the astragalus or purulent 
arthritis of the tarsus. 

4. Tuberculosis of the astragalus or tibiotarsal 
tuberculosis in persons over twenty years of age if 
expectant methods prove ineffective. With regari 
to the cases of children and adolescents, the ad- 
visability of operation is still under discussion. Even 
in the young, there are forms of bone tuberculosis 
which are curable by medical treatment alone. 
When, in children over six years of age, suppuration 
is persistent and the process is progressive, astraga- 
lectomy is definitely indicated. The full advantages 
of the operation will be realized only if it is performed 
early while the lesion is limited to an osteitis of the 
astragalus or a tibiotarsal osteo-arthritis. The 
anatomical and functional results are in genera! 
superior to those obtained by non-operative methods 

In painful flat-foot with complete deviation which 
is refractory to the usual orthopedic measures, 
astragalectomy is logical although its indication is 
not absolute. The deformity is osteo-articular ani 
can be radically cured only by intervention involving 
the bones and articulations. In cases of. marked 
deformity of the astragalus the results are very good 
although not always equal to those of cuneiform 
osteotomy in cases in which the astragalus is only 
slightly altered. 

In paralysis of the foot following poliomyelitis, 
astragalectomy is indicated only exceptionally, but 
in certain cases, when combined with tibiotarsal 
fixation, it may correct severe and otherwise irre- 
ducible deformities. In general, however, extra 
articular operations (tenodesis and arthrodesis) are 
the procedures of choice. 

Patient and methodical after-care is of the utmost 
importance to prevent deviations of the foot an 
obtain as far as possible a satisfactory nearthrosis 
and definite success in every case. 

The author includes in his article numerous 
roentgenograms and photographs showing his re 
sults, discusses the recent literature (particularl\ 
the Italian and French), and appends an extensive 
bibliography. Mary Morse, M.D. 


FRACTURES AND DISLOCATIONS 


Gurd, F. B.: The Treatment of Compound Frac- 
tures. A Specific Technique for the Prevention 
and Control of Osteomyelitis. J. Bone & Join! 
Surg., 1933, XV, 327- 

For the treatment of severe compound fractures 
with extensive lacerations and contamination of tis 
sue, a specific technique is recommended by the 
author. The essential features of this technique are: 

1. Immediate operation and reduction of the 
fracture secundum artem. 

2. Conservative excision and radical incision of 
tissues. 

3. Proper “bipping” of the wound following de 
hydration. 

4. Obliteration of dead spaces and the prevention 
of adhesion of opposing wound surfaces by means 0! 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


firm packing with relatively large, paraflin-soaked, 
“hipped” packs. 

5. All possible avoidance of ligatures and sutures. 

6. The application of plaster of Paris over a thin 
layer of padding, without the cutting of a window. 

7. Infrequent dressings, the first about eighteen 
days after the injury, done in the operating room 
under anesthesia; secondary suture and packing. 

8. As soon as union begins, the application of an 
unpadded plaster and felt heel. 

H. Earte ConweE tt, M.D. 


Stewart, W. J.: Aseptic Necrosis of the Head of the 
Femur Following Traumatic Dislocation of the 
Hip Joint. Case Report and Experimental 
Studies. J. Bone & Joint Surg., 1933, XV, 413. 


A healthy, twenty-two-year-old man suffered a 
simple traumatic dislocation of the hip. The dis- 
location was reduced within a few hours and a 
plaster spica cast applied for six weeks. The dis- 
location and its satisfactory reduction were shown 
by roentgenograms. The roentgenograms revealed 
no abnormality of the femoral head. Walking was 
permitted on removal of the cast, but after five 
months the pain and stiffness began to increase. 
Nine and a half months after the dislocation roent- 
genograms revealed beginning disappearance of the 
cartilage space and flattening of the head of the 
femur. The bone changes increased and one year 
after the accident led to a diagnosis of aseptic 
necrosis of the head of the femur with ossification 
of the capsule and destructive traumatic arthritis 
of the acetabulum. The patient was placed in a cast 
for two months, and at the end of that time was 
treated by traction for two hours daily for three 
weeks. Walking with crutches was then permitted. 
When the last roentgen-ray examination was made, 
about seventeen months after the beginning of treat- 
ment, the head of the femur was seen to be becoming 
rounder, smoother, and denser. 

The necrosis was thought to be due to a dis- 
turbance in the circulation through the vessels of the 
ligamentum teres or those of the capsule, or both. 
In an attempt to reproduce the lesion in animals, six 
series of experiments were carried out on young and 
adult rabbits and adult dogs. Two series of experi- 
ments were made on each group. In the first group 
the ligamentum teres alone was cut through. In the 
second, this ligament and the periosteum of the neck 
of the femur were both divided. The animals were 
then killed and the femora examined with the 
roentgen rays and sectioned after intervals of from 
forty-five to one hundred and twenty days. 

In some of the experiments part of the femoral 
heads died, but there was no regularity in the changes 
and in no case was collapse of the head produced. 
Apparently there was a suflicient blood supply in 
the neck to prevent necrosis of the head. The 
ligamentum teres showed a distinct tendency to 
reunite. Changes similar to those of Legg-Calvé- 
Perthes disease were not produced in the younger 
animals with open epiphyseal lines. 
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The author believes that the case he reports in this 
article is the only one on record in which aseptic 
necrosis of the femoral head followed traumatic dis- 
location. He states that the arthritis was secondary 
to the necrosis and that weight-bearing should be 
avoided when roentgenograms reveal aseptic necrosis 
and breaking down of the head, whatever the cause. 

CHESTER C. Guy, M.D. 


Basset, A.: Late Partial Absorption of the Head of 
the Femur After Screw Fixation Without 
Arthrotomy for Fracture of the Neck of the 
Femur (Résorption partielle tardive de la téte du 
fémur aprés vissage sans arthrotomie pour fracture 
transcervicale du col). Rev. d’orthop., 1932, XXxix, 
589. 

A woman of sixty-two years was operated on 
ten days after fracture of the neck of the femur. 
Reduction was accomplished and a beef-bone screw 
introduced. A good anatomical and functional re- 
sult was obtained. Three years later, following an 
attack of angina with fever, pain radiating down the 
thigh began in the hip and groin. There were no ob- 
jective clinical findings, but roentgen-ray examina- 
tion showed partial absorption of the bone screw, 
flattening of the upper weight-bearing surface of the 
head of the femur, an irregular outline above and an- 
terior, and decalcification around the bone screw. 

In a review of the literature the author found the 
reports of a few similar cases. In one case the hip 
was opened up two years after the fracture, a free 
sequestrum and narrowing of the cartilage were 
found, and the condition was diagnosed as osteo- 
chondritis dissecans. In another case pain and de- 
formity of the head of the femur began two years 
after an operation in which bone pegging was done 
for fracture of the neck of the femur. The upper sur- 
face of the head of the femur was shown by roentgen 
examination to be separated from the main part. 
On its removal by operation it was found to be ne- 
crotic and to consist of cartilage and bone. This 
condition occurs in cases which have had bony union 
and a return of weight-bearing function, usually 
cases with internal fixation by means of a bone screw 
or peg. Most observers are agreed that the process 
is one of necrosis. As it is possible that the necrosis 
results from impairment of the circulation of the 
head of the femur, care should be taken not to intro- 
duce the bone peg or screw beyond the center of the 
head lest it cause destruction of arteries. 

The treatment should consist of immobilization. 


‘Weight-bearing should be prohibited. The disease 


seems to be self-limited. Its symptoms cease with 
rest, but the deformity in the head of the bone, of 
course, persists. ARTHUR CLARK, M.D. 


Mano, N.D.: The Treatment of Fractures of the 
Leg by New Methods (Il trattamento delle 
fratture di gamba con nuovi metodi). Chir. di 
organi di movimento, 1932, XVii, 413. 


The author reviews briefly some of the recent 
modifications in the treatment of fractures of the 
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leg, with special reference to skeletal traction by 
means of fine wires, and reports a series of ninety- 
three cases, forty-eight of which were treated by the 
latter method. 

Skeletal traction was used only in cases with con- 
siderable displacement of the fragments which could 
not be controlled easily by simple manipulation. The 
author lists the armamentarium necessary and in- 
cludes photographs of the instruments in his article. 

In general, the procedure consists of the intro- 
duction into the calcaneus for purposes of traction of 
a steel wire 0.8 mm. in diameter. This is done under 
local anesthesia. The leg is then placed in a frame 
so that it may be manipulated while the traction is 
applied. When the fragments are aligned satisfac- 
torily, as determined by roentgen-ray examination, 
a plaster dressing is applied directly to the skin, 
special care being taken to make the approximation 
on the tibial tubercle and the head of the fibula an 
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accurate one for countertraction. The plaster dress- 
ing may be a moulded dressing if the fracture is 
compound and the wounds are to be dressed, or it 
may be a posterior splint covered by a circular cast. 
The patient is kept in bed for two weeks. At the 
end of that time the cast is replaced by a similar 
skin-fitting cast made of plaster of Paris or a modiii- 
cation of Unna’s paste. Weight-bearing on the frac- 
tured leg is prohibited for two months or longer. 

The principal advantages of the method are the 
accurate reduction, maintenance of the accurate 
reduction during the application of the retaining 
dressing, the use of the very fine wire, and the excli- 
sion of the knee joint from the dressing. 

In the forty-eight cases reviewed the average (\\- 
ration of the treatment was three months and the 
results were uniformly good. In no case was there 
infection secondary to the introduction of the wire. 

A. Louis Rost, M.D 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Rothstein, J. L., and Welt, S.: Periarteritis Nodosa 
in Infancy and in Childhood. Report of Two 
Cases with Necropsy Observations; Abstracts of 
Cases in the Literature. Am. J. Dis. Child., 1933, 
xlv, 1277. 

Rothstein and Welt abstract the reports of 195 
cases of periarteritis nodosa appearing in the litera- 
ture and report 2 cases of their own in which the 
condition occurred in children under fifteen years 
of age. The 195 collected cases were all that could 
be found in the literature. At least 77 of them have 
been reported since 1926. 

Periarteritis nodosa is rare and because of its 
bizarre symptoms it is difficult to diagnose. The 
clinical syndrome is in general that of a fairly acute 
or chronic sepsis with varied local symptoms. The 
disease may last from a few days to a year. There 
are 6 clinical types: (1) the gastro-intestinal, (2) the 
renal, (3) the neuromuscular, (4) the cardiac, (5) the 
cerebral, and (6) a type with pronounced changes in 
the skin. The syndrome varies according to the part 
of the body chiefly affected. A case may represent 
a combination of 2 or more types. The signs may 
simulate those of an acute or chronic surgical con- 
dition, and the disease may be the cause of serious 
local surgical lesions. In many cases an operation 
has been done for a supposed acute abdominal con- 
dition. As local subcutaneous nodules are present 
in only 12 per cent of the cases, the authors believe 
the term “‘periarteritis” is more suitable for the 
disease than the term ‘“‘periarteritis nodosa.’’ In 
cases with subcutaneous nodules the diagnosis may 
be made by excision and histological examination 
of a nodule. This was done in only 12 of the 195 
cases reviewed. Among the surgical conditions for 
which operation was performed were appendicitis, 
gall-bladder disease, renal suppuration, gangrene of 
the leg, intraperitoneal hemorrhage from rupture 
of the cystic artery or blood vessels of the liver, 
tonsillitis, kidney stone and neoplasm, and cellulitis 
of the thigh. 

Periarteritis nodosa is characterized pathologically 
by necrosis of the media of the arteries with a 
fibrinous exudate, marked cellular infiltration in 
and about the wall of the artery, varying degrees 
of proliferation of the intima, endothelial desquama- 
tion, and proliferative obstruction of the lumen. 
In some cases subsequent canalization results. In- 
farctions and localized hemorrhages are common. 
Any organ may be involved. In some cases the 
process has been found to be local, not general. 

It is generally believed that the condition is due 
to sepsis, but there is considerable controversy as 
to whether or not a specific organism is concerned 
in its causation, 


An acute, a subacute, and a chronic stage may be 
distinguished. Of the 195 proved cases reviewed, 
23 were those of infants or children. The authors 
state that the possibility of periarteritis nodosa 
should be considered in every case of acute or chronic 
sepsis with sterile blood cultures and bizarre symp- 
toms, particularly if these are associated with 
anemia, fever, gastro-intestinal disturbances, joint 
muscle, or skin manifestations, and renal involve- 
ment with an increase in the blood pressure. In 
cases of this type a careful examination for sub- 
cutaneous nodules should be made, and if such 
nodules are found they should be excised and ex- 
amined histologically by a competent pathologist. 

Paut G. LARogvur, M.D. 


Fernandez, J.: Sclerosis of Varices With Quinine 
Salts (Tratamiento esclerosante de las varices por 
las sales de quinina). Bol. inst. de clin. quir., 1932, 
vill, 332. 

The author reviews over 300 cases in which varices 
were sclerosed with quinine salts, and includes in 
his article photographs of a large number of the 
lesions before and after treatment. 

The sclerosing solution preferred by Fernandez 
is Genevrier’s solution, the formula of which is: 
0.40 gm. of neutral quinine hydrochloride, 0.20 gm. 
of urethan, and 3 c.cm. of distilled water. 

This solution is given by ordinary intravenous 
injection with care to see that the needle is inside 
the vein and that none of the fluid is injected into 
the perivascular tissues. Immediately after the in- 
jection the vein contracts. The lumen of the vessel 
is soon filled with a clot which becomes organized 
and causes permanent occlusion. 

This treatment gives excellent results and is ab- 
solutely harmless. The dangers previously asso- 
ciated with the injection treatment of varicose veins 
can be avoided by the use of the proper solution 
and the correct technique. The occluded vessel does 
not become permeable again, but as the condition 
producing the varices still exists, other vessels may 
dilate. The latter may be similarly treated. 

The treatment should not be given to plethoric 
persons with a high blood pressure or decompensated 
heart disease, and should be given only with great 
care in cases of albuminuria and diabetes. In preg- 
nancy it is contra-indicated as the varices formed 
during pregnancy may disappear after delivery. 

In the treatment of varicose ulcers the procedure 
should be supplemented by local treatment of the 
ulcers. Anti-syphilitic treatment should also be 
given as the ulcers are often of syphilitic origin. 
There was a history or evidence of syphilis in 44 
per cent of the author’s cases of ulcer. 

Auprey Goss Morcan, M.D. 
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Pinelli, L.: A Clinical Contribution to the Study of 
the So-Called ‘‘Spontaneous’’ or ‘‘Effort’’ 
Thrombophlebitis (Contributo clinico allo studio 
della trombo-flebite detta ‘“‘spontanea”’ o ‘‘da sfor- 
zo”). Clin. d. organi di movimento, 1933, XVii, 537- 


The author reports a case of spontaneous or 
effort thrombophlebitis in a man of forty-six years 
who was a bell ringer. One day, after ringing the 
bells, the patient experienced sudden pain and a 
feeling of heaviness in his right arm which was 
accompanied by oedema and cyanosis. His general 
health was and remained excellent. 

The reports of thirty-five similar cases collected 
from the literature are abstracted by the author. 
By some, the thrombi are attributed to mild infec- 
tion, but Pinelli believes they are aseptic thrombi 
caused by injury to the venous endothelium by 
muscle contraction. He states that the small veins 
may be torn away at the mouths where they empty 
into the larger ones. His theory is based on the 
following facts: 

1. The thrombi are more frequent in the arms 
than in the legs. 

2. They are more common in the right than in 
the left arm. 

3. They generally occur in young and robust 
persons. 

4. Unlike infectious thrombi, they rarely cause 
emboli. 

Pinelli’s patient had a supernumerary rib on 
both sides. ‘The rib on the right side was more 
developed than the rib on the left side. Pinelli 


believes that pressure from the supernumerary rib 
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may have been a factor in the pathogenesis of the 
thrombophlebitis. 

In the treatment, immobilization and elevation 
of the limb are generally sufficient. Good results 
have been obtained also from thermotherapy, com. 
pression by elastic bandages, electrotherapy, ani 
ultraviolet radiation. Auprrey Goss MorGan, M.D. 


Grieco, F.: Clinical and Histological Notes on Two 
Cases of Buerger’s Syndrome (Note cliniche 
anatomo-istologiche su due casi di sindrome di |.. 
Buerger). Arch. ital. di chir., 1933, Xxxiii, 280. 


The author reports two cases presenting Buerger’s 
syndrome in which conservative treatment such as 
stretching of the nerves and periarterial svm 
pathectomy failed to effect a cure and a mutilating 
operation was necessary. Even suprarenalectomy 
has not proved as successful in this condition as wis 
hoped. The histological findings in the cases re- 
ported, both of which were treated by Cantelmo. 
are described in detail. In the first case Cantelmo 
found that the primary lesion was not a thrombv- 
angiitis, but an endarteritis, the change in the vessv| 
wall being primary and the thrombosis secondary. 
From this he concluded that Buerger’s disease is not 
a uniform disease, but a syndrome that may present 
different histological lesions and may be brought 
about by different causes. 

Grieco agrees with this conclusion because, ai- 
though the clinical picture was the same in the two 
cases he reports, one of the cases showed a primary 
endarteritis and the other a primary thrombo- 
angiitis. Auprey Goss Morcan, M.D. 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Passot, R.: Asthetic Treatment of Keloids. Sur- 
gical Removal Followed by Immediate Irradia- 
tion (Traitement esthétique des chéloides; ablation 
chirurgicale suivie d’irradiation immédiate). Presse 
méd., Par., 1933, xli, 544. 


Passot emphasizes that successful treatment of 
keloids depends upon immediate irradiation after 
surgical removal. In 1922 he recommended the 
use of radium about a week after operation, but he 
now strongly advises it immediately after opera- 
tion. 

In the removal of a keloid it must be kept in mind 
that the subcutaneous involvement is usually much 
greater in extent than the surface involvement. 
Great care must be taken to remove every particle 
of the keloid because the smallest remaining portion 
will give rise to recurrence. If the defect left is 
too large for simple suture, a graft of fat taken 
from the thigh may be implanted. In depressed 
cicatrices fat grafts are very successful. In a keloid 
scar, they have a tendency to produce irritation 
and thereby favor renewed keloid formation. This 
tendency can be successfully combated by the im- 
mediate application of radium. The irregular mar- 


gins of the keloid scar should be cut to a simple 
elliptical pattern. When possible, the natural folds 
of the skin should be followed. Two types of sutures 
have been recommended, the dermo-epidermic and 


the intradermic. The former is an interrupted 
suture in which each stitch is placed obliquely from 
within outward and the needle takes in a greater 
thickness of cutaneous and subcutaneous tissue be- 
low the surface than at the surface. The intradermic 
suture is an overcasting stitch with free ends at 
either extremity of the wound. This can be used 
only in locations where the skin has great resistance. 
Occasionally Passot employs a double intradermic 
suture. The dermo-epidermic suture is preferable 
after the removal of a keloid. 

The dressing of the wound is of great importance. 
To prevent tension on the sutures two methods are 
suggested. In one method the assistant places his 
lingers on either side of the wound to form a fold 
by pressure, a layer of cellophane is applied over 
the fold, and the margins of the cellophane are 
sealed with collodion. Traction then affects the 
cellophane and not thesutures. In the other method, 
adhesive tape is placed across the incision, cut in 
the middle, and sutured. Traction is then exerted 
on the tape sutures and not the wound sutures. 

Keloids evidently develop between the twelfth 
and twentieth days after operation, but the pre- 
keloid stage may be observed as early as the sixth 


day. Radium irradiation on the sixth day after re- 
moval of the sutures is too late. It should be ap- 
plied on the same day as the operation, if possible 
even at the same time. According to the size of the 
incision the author uses one or several tubes of 
radium. Each tube contains 10 mgm. of radium 
element. The filter is 1.5 mm. of platinum, and the 
distance of the tube from the skin is t cm. When 
only one tube is used it is left in place for twenty- 
four hours. When several tubes are employed they 
are left in place for from fifteen to twenty hours. 

Of twenty-two cases treated in the manner de- 
scribed, a recurrence developed in only one. After 
a keloid has been removed by operation, a pre- 
ventive dose of radium is sufficient. If radium is 
used alone to destroy the keloid, a disfiguring de- 
pigmentation often results as the susceptibility of 
the patient to irradiation is not easy to determine. 
Surgical removal of the keloid produces only a regu- 
lar linear scar. 

4eurmann, Noir, and Gougerot have recom- 
mended the early postoperative application of small 
repeated doses of roentgen irradiation in cases of 
keloid. Passot has obtained good results from large 
doses of roentgen irradiation given at one sitting 
shortly after operation and believes this method 
preferable to the use of small doses. However, after 
three recent failures he agrees with Cottenot that 
radium irradiation is superior to roentgen irradia- 
tion. Epitu S$. Moore. 


Davanzo, I.: Postoperative Bacterizemia (Sulla 
batteriemia postoperatoria). Riforma med., 1933, 
xlix, 435. 


Investigations have shown that normal persons 
may develop a transient bacteriw#mia (entrance into 
the general circulation of a limited number of bac- 
teria which do not multiply there) without exhibit- 
ing any outward manifestations of illness. The 
incidence of bacteriwmia after operation has been 
reported as high as 17 per cent. 

Davanzo reports a study of ninety-five cases. In 
sixty-five, the condition followed an ‘‘aseptic”’ 
laparotomy. In seven, it was associated with serious 
symptoms of sepsis, including a septic temperature 
and course. The blood was taken at varying inter- 
vals after the operation, generally as soon as possible 
and always within eight hours. In two of the cases 
of “aseptic” laparotomy a staphylococcic bacteri- 
wmia was present. One of these was a case of old 
pelvic cellulitis, and the other a case of apparently 
cured suppurative salpingitis. In the latter the con- 
dition ran a septic course and was fatal. 

No positive results were obtained in the definitely 
septic cases. The low morbidity, which was much 
lower than that reported by others, is diflicult to 
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explain, but possibly may be accounted for by the 
fact that the specimens were not taken immediately 
after the operation. It has been shown that the 
number of positive results diminishes greatly four 
hours after operation. 

Morbidity is determined to a marked degree by 
the site of the operation. The incidence of post- 
operative bacterixmia is highest after operations on 
structures with an abundant vascular and lymphatic 
supply, such as bone and muscle, because in such 
structures bacteria have the most favorable oppor- 
tunity to enter the blood stream. The peritoneum 
early forms a wall of fibrin which is an almost in- 
surmountable barrier to the entrance of bacteria 
into the circulating blood. This is true particularly 
in collections of pus in the pelvis. 

Postoperative bacteriamia has no constant diag- 
nostic or prognostic value, but in certain cases may 
be a precursory sign of a septic postoperative 
course. Joun W. Epton, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


McIver, M. A.: A Study in Extensive Cutaneous 
Burns. Ann. Surg., 1933, XCvii, 670. 


This article is based on sixteen cases of extensive 
cutaneous burns of the body and extremities. In 
five cases the burns proved fatal. 

The study of these cases included erythrocyte and 
leucocyte counts; hamatocrit readings; determina- 
tions of the sedimentation rate; chemical studies of 
the blood, including the plasma chlorides, non- 
protein nitrogen, serum protein, sugar, carbon- 
dioxide combining power, calcium, and phosphates; 
chemical studies of the blister fluid; and determina- 
tions of the intake and output of fluids. 

The findings, which are summarized in eight 
tables, showed an increase in the white and red cell 
counts, an increase in the percentage of red cells in 
proportion to the plasma, and a decrease in the 
sedimentation rate of the red cells. The blood- 
chloride values were essentially normal (in the seri- 
ous cases large amounts of normal salt solution were 
given). Only two cases showed a very striking 
increase in the non-protein nitrogen of the blood. 
These were fatal cases, and the increase was most 
marked in the terminal stage. In some of the cases 
there was a decrease in the total plasma protein. 
When the blood sugar was determined soon after the 
burns occurred it was usually high. The carbon- 
dioxide values were essentially normal early in the 
condition, but two of the patients later developed a 
definite acidosis. 

The composition of the blister fluid closely re- 
sembled that of the blood plasma. 

The urinary output was low, and the excretion of 
the chlorides diminished. These findings were most 
marked in the more severe cases. 

One of the chief findings in cases of severe burns is 
marked concentration of the blood. Correction of 
this abnormality by an adequate fluid intake is fre- 
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quently unable to relieve all of the symptoms or 
prevent a fatal outcome. Accordingly, it seems 
probable that some other important factor besides 
concentration of the blood is involved in the toxemi. 
of burns. Cart R. STEINKE, M.D. 


Davis, J. S., and Kitlowski, E. A.: The Treatme:): 
Unhealed Burns. Ann. Surg., 1933, 
48. 

The authors discuss only the problem of the he: 
ing of granulating areas and not the relief of sci; 
contractures in burns from months to years old. 

They report the results of treatment of three chi! 
dren and three adults. The children were burned |): 
having their clothes catch on fire, and the adults | 
gasoline or oil explosions. All of the children and 0: 
adult were given transfusions. 

Various types of skin grafts are discussed, and 1!) 
details of the treatment are described. 

The physical and mental condition of persons wii} 
old unhealed burns is usually very poor and must | 
improved before skin grafting can be successful. 

The unhealed area should be grafted as soon as |! 
granulations are in suitable condition, and heali:. 
should be induced as quickly as possible. The aut): 
ors have found the “‘small deep graft’’ most satis! 
tory as it can be obtained from comparatively sm:\|| 
areas, some of which could not be used as the sours 
of larger grafts. 

In cases of old burns subsequent operative work 
for the release of scar contractures is almost alwa\ - 
necessary. During the treatment of burns, scar cvn 
traction must be combated by the use of suitalile 
traction apparatus in order to reduce permanent (!« 
formity to the minimum. The operative reliei «i 
scar contractures, which often occur in even the mvt 
carefully treated cases, should not be attempted jor 
at least six months after healing is complete, which 
is about the time required for the scars to become 
loosened and softened by massage and passive motion. 

Cart R. SterkeE, 


Mason, J. B.: An Evaluation of the Tannic Acid 
Treatment of Burns. Ann. Surg., 1933, xcvii, 041. 


Mason reviews two series of cases of burns treaici 
at the Presbyterian Hospital, Philadelphia. ‘} he 
first series consisted of ninety-one cases treated |v 
many methods during the period from January 
I, 1922, to November 17, 1925, and the second, «/ 
ninety-seven cases treated with tannic acid during 
the period from November 17, 1925 to Decem!cr 
31, 1931. 

The total mortality in the first series was °>.; 
per cent, and that in the second series, 13.3 per cet. 
The mortality of adults was 27.4 per cent in the 1 
series and 17.3 per cent in the second series, and | he 
mortality of children 29.5 per cent in the {rt 
series and 9.3 per cent in the second. Many of the 
deaths of adults were due to industrial accide.'-. 

In the first series, 65.4 per cent of the dea! h- 
occurred within forty-eight hours, and 34.6 per cc 
in the period of sepsis, whereas in the second series, 
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84.6 per cent occurred in the first forty-eight hours 
and 15.4 per cent during the period of infection. 
The morbidity and hospitalization are discussed 
on the basis of two groups of patients with burns 
involving 20 per cent or more of the body surface. 
The eleven patients in the first group were hos- 
pitalized for an average of sixty-one and seven- 
tenths days, whereas the nineteen patients in the 
second group, who were treated with tannic acid, 
were hospitalized for an average of fifty-three and 
a half days. The patients treated with tannic acid 
therefore remained in the hospital an average of 
eight and two-tenths days less than those treated 
by other methods. Cart R. STEINKE, M.D. 


Raiga, A.: Treatment of Furuncles and Carbuncles 
of the Face by Bacteriophage (Traitement des 
furoncles et anthrax de la face par le bactériophage). 
Bull. et mém, Soc. d. chirurgiens de Par., 1932, 
571. 

Attention is called to the gravity of face infection, 
especially above the mouth. The danger is due 
chiefly to the anatomical arrangement of the veins. 
Raiga reviews 352 cases of furuncles and carbuncles 
of the face which came under his observation. He 
defines a furuncle as a circumscribed cutaneous in- 
flammation due most often to the staphylococcus, 
which begins in the pilosebaceous apparatus, pro- 
voking suppuration and slough of this structure and 
a part of the surrounding dermis so that it is cast off 
as a yellowish mass. A carouncle he describes as an 
inflammatory swelling formed by an agglomeration 
of furuncles and resting upon a phlegmonous slough. 

Of the 352 reviewed cases, the condition was 
diffuse in 63 (18 per cent). In Raiga’s opinion the 
differentiation between diffuse and circumscribed 
lesions is extremely important for the prognosis. 

Of the lesions of the upper lip in the reviewed 
cases, 43 per cent, and of those of the lower lip, 50 
per cent, were of the diffuse type. In the other 
regions the diffuse form was much less common. 
Raiga believes that the spread of the infection in 
the lips is due less to the blood-vessel arrangement 
than to the musculature. The infection travels along 
the muscles and the movements of the muscles 
favor its spread. The lesions might very well be 
called ‘‘acute myositis,” and it is probable that the 
large veins in the muscles rather than the vessels 
under the skin become infected. In almost all of the 
cases of diffuse infection there is a history of more 
or less violent manipulation such as pressing, squeez- 
ing, or pricking with a needle or pin. By any of 
these manipulations a simple furuncle which is 
perfectly benign may become transformed into a 
very deep severe lesion. The prognosis suddenly 
changes, and the patient may be responsible for his 
own death. The author has seen sudden changes 
take place from an incision made too early even 
with the thermocautery. 

Raiga treated his 352 cases of infection exclusively 
with bacteriophage. He used a stock phage made 
by combining several different phages which was 


given him by the d'Herelle laboratory. He propa- 
gated the bacteriophage on a strain of staphylo- 
coccus furnished by Gratia, and it was only very 
rarely that this phage was incapable of affecting the 
bacteria found in his cases. He believes that the 
bacteriophage is a living corpuscle and a filterable 
virus which produces a fatal disease on the bacteria 
it attacks. The lysis of bacteria in a test tube re- 
quires: (1) a susceptible strain of bacteria, (2) a 
virulent bacteriophage, and (3) a medium favorable 
from the physical and chemical standpoints. In the 
patient, the problem is somewhat different because 
of the possibility of an unfavorable environment due 
particularly to the presence of antiphage in the 
patient’s serum. Therefore tests should always be 
made to determine the presence of this antagonistic 
substance. 

The action of antiphage may be offset by auto- 
hemotherapy. If the serum of the patient presents 
an antiphage, the patient must be given an intra 
muscular injection of his own blood. It must be 
remembered that bacteriophage can act only on the 
organisms causing the infection. It has absolutely 
no effect on the tissue which has been destroyed. 
The latter must be removed in the usual way by 
absorption or liberation at the proper time. 

Raiga emphasizes that when bacteriophage is 
used chemotherapy should not be given as it may 
interfere with the action of the phage. Vaccines 
should be used only if the infecting organism is re- 
sistant to the bacteriophage. 

Raiga’s technique for the use of bacteriophage is 
as follows: 

A culture is made from the lesion and tested for 
susceptibility to the phage and the serum is studied 
for the presence of antiphage. Phage is injected 
directly into the lesion. If septicemia is present, 
the phage is injected also intravenously. When the 
infection is in the bladder, it is inoculated in the 
bladder. If the gastro-intestinal tract is the site 
of infection, it is given by mouth. In lesions of the 
face the injection is made into the lesion through a 
blunt cannula or needle. No attempt is made to 
inject the periphery as this is painful, dangerous, 
and unnecessary. Subcutaneous injection at a site 
distant from the lesion is not advisable because aa 
antilytic substance of another sort may develop, 
rendering the patient more susceptible and auto- 
hemotherapy does not affect this kind of antibody. 
However, in the presence of a positive blood culture 
or a threatened positive blood culture, bacterio 
phage is always injected intravenously when the 
lesion is a diffuse carbuncle. 

In the 352 reviewed cases of furuncles and car- 
buncles of the face there were only 3 deaths. The 
fatal cases are reported in some detail. One of them 
was that of a diabetic woman with a carbuncle in- 
volving the inside and outside of the nose and the 
upper lip. The patient did not respond to local and 
intravenous injections or autohemotherapy. The 
second death was that of a girl fourteen years of age 
who had a diffuse carbuncle of the upper lip which 
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spread downward toward the neck, septicemia, en- 
docarditis, and osteomyelitis of the sternum and 
humerus. The local lesion responded strikingly to 
the phage, but the septicemia could not be con- 
trolled. The third death was that of a woman of 
thirty-two years who had a diffuse process in both 
the upper and the lower lip. The upper lip, where it 
started, had been incised through the mucous mem- 
brane with the cautery. The infection then spread 
to the lower lip. The patient was in extremis when 
she was seen by Raiga, and without any expectation 
of success he injected phage locally in several places 
and gave autohemotherapy. The next day there 
seemed to be definite improvement, but on the sec- 
ond day the patient died. One of the patients who 
died had an antiphage in the blood which varied 
strictly inversely with her general condition. An- 
other had a bacterial strain which grew out second- 
arily in the tube culture. 

Three hundred and forty-nine of the reviewed 
cases were cured. In these there was either rapid 
cessation of the pain with liberation of the core, 
liquefaction of the slough, or complete resolution 
without absorption. Raiga never saw a furuncle or 
a localized carbuncle developed into the diffuse 
form under treatment with phage. Sixty-two per 
cent of all cases were cured in fewer than four days, 
and 8o per cent in fewer than seven days. Of the 
furuncles, 80 per cent were cured in fewer than four 
days and o5 per cent in fewer than seven days. Of 
the carbuncles, 31 per cent were cured in fewer than 
four days and 64 per cent in fewer than seven days. 
By ‘cure,’ Raiga means not only sterilization of 
the focus, but also complete and final restoration 
of the normal anatomy. 

In 140 cases the blood was examined for antiphage. 
In one-third both ‘‘antistreptophage” and ‘‘anti- 
staphylophage” were found. In another third, one 
was found without the other, and in another third, no 
antiphage was demonstrable. 

Of the cases without antiphage a cure was ob- 
tained in 73 per cent in fewer than four days and in 
86 per cent in less than a week. Of the furuncles, 
93 per cent were cured in fewer than four days and 
all were cured in fewer than five days. Of the car- 
buncles, 33 per cent were cured in fewer than four 
days and 60 per cent in less than a week. In no 
case did the condition persist over twelve days. 

The presence of antiphage reduced these figures 
considerably. Of the whole group of cases, 44 per 
cent were cured in four days and 62 per cent in 
seven days. Of the furuncles, only 76 per cent were 
cured in five days. Of the carbuncles, only 18 per 
cent were cured in fewer than four days and 49 per 
cent were cured in less than a week. These figures 
would have been much worse if autohemotherapy 
had not been used. When both streptococcus and 
staphylococcus antiphage were present, the per- 
centage of cures was lowest and streptococcus anti- 
phage alone was more potent than staphylococcus 
antiphage alone. HELEN ZAyTSEFF JERN, M.D. 

FRANK L. MELENEY, M.D. 
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Palma, R.: Experimental Researches on the Patho- 
genesis of Tetanus Infection (Ricerche speri- 
mentali sulla patogenesi dell’infezione tetanica). 
Ann. ital. di chir., 1933, xii, 159. 

Palma reports a case of tetanus in which he 
isolated the causative organism from an abscess of 
hematogenous origin and cites cases reported in the 
literature in which the bacillus tetanus was found in 
parts of the body remote from the original infection 
or even in the absence of an obvious primary 
infection. 

In experiments carried out to determine the fac- 
tors favoring localization of the tetanus bacillus in 
tissues distant from the site of its entry into the 
body, he was able to bring about localization of the 
organism out of the blood by producing a chemica! 
abscess in the tissues. Late injection of the chemica! 
irritant after the organisms were no longer in the 
blood stream but in the tissues failed to cause 
localization. Palma concludes that there are 
anatomical lesions which are capable of fixing tetanus 
bacilli circulating in the blood stream, but in- 
capable of drawing them out of the tissues where 
they are latent. A. Louts Rost, M.D. 


Dreyer, G., and Campbell-Renton, M. L.: The 
Quantitative Determination of Bacteriophage 
Activity and Its Application to the Study of 
the Twort-d’Herelle Phenomenon. J. Path. — 
Bacteriol., 1933, XXXVi, 399. 


The authors point out that quantitative deter- 
minations of bacteriophage have generally fallen 
into three groups: (1) the counting of plaques 
formed when a mixture of bacteriophage an:| 
susceptible bacteria are plated on agar; (2) the 
determination of the dilution of a bacteriophage 
producing complete lysis of a given quantity o/ 
bacteria; and (3) the determination of the opacit 
of a_bacteria-bacteriophage mixture of known 
quantities after a given period of contact. 

A new method combining Methods 1 and 2 i- 
described. In this procedure a thin layer of agar i- 
spread on a large plate and covered with a fluid cul 
ture of bacteria. The excess is poured off and the 
plates dried for one hour at 37 degrees C. The 
bacteriophage is carried through a series of dilutions 
and a drop from each dilution is deposited on the 
plate by means of a standardized platinum loo; 
The plate is then incubated and at certain interva!- 
of time a photograph is taken of the plate and en 
largements are made to show the plaques clearly «- 
they form. By suitable computation, the activity 
of any given bacteriophage may be thus deter 
mined. 

With the use of this technique in the study of « 
white staphylococcus and a potent phage the 
authors made the following observations: 

1. Plaques began to appear after three hours «' 
incubation. 

2. Plaques increased in number up to seve’ 
hours. On further incubation, they increased in si/« 
but not in number. 
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3. Weak dilutions of bacteriophage stimulated 
the growth of the organisms in the early stages of 
incubation while stronger concentrations did not. 

4. With a given series of dilutions of bacter- 
iophage, the number of plaques did not increase in 
direct proportion to the increase in the concentra- 
tion of the phage, as has been stated by previous 
observers, but followed a constant curve. When a 
small number of plaques was concerned, i.e., in the 
higher dilutions, the curve approximated a straight 
line, but as the number of plaques increased, the 
line tended to deviate more and more. In the higher 
concentrations, a relatively smaller number of 
plaques was produced. From a large series of 
observations, a curve could be produced to represent 
a standard of bacteriophage potency. 

5. With a given dilution of bacteriophage, the 
number of plaques increased with the density of the 
bacterial inoculum on the agar plate. 

6. The concentration of agar affected also the 
number of plaques to a marked degree. A much 
greater number of plaques developed on 1.5 per cent 
agar than on 4 per cent agar, and the plaques were 
larger on the less dense medium. 

7. The admixture of homologous dead bacteria in 
the inoculum resulted in the production of a smaller 
number of plaques. 

8. Bacteriophage kept at 37 degrees C. for 
twenty-four hours was less potent than the original 
phage kept at room temperature. 

g. The shape of the curve was essentially the 
same throughout all of these experiments. 

Frank L. MELENEy, M.D. 


ANZSTHESIA 


Wollesen, J. M.: Avertin Anzesthesia (Avertin- 
narkose). /Hosp.-Tid., 1932, p. 1320, 1375. 

The high hopes which were held for avertin 
anesthesia, particularly with respect to its safety, 
have been fulfilled only partially. In order to pro- 
duce complete anwxsthesia such large quantities of 
avertin must be given that they may become 
dangerous. However, if the correct technique and 
dosage are used the anesthesia may be regarded as 
generally safe. When it isinduced properly, intestinal 
disturbances such as colitis which were reported 
formerly can be prevented. 

The depth and rate of respiration are first de- 
creased. Gradually, however, the respiration im- 
proves. In order to avoid a combined morphine and 
avertin effect on the respiration the morphine should 
be given an hour before the avertin. To relieve this 
complication many substances have been tried. 
Occasionally lobelin and cocaine have a favorable 
elfect. Magnesium sulphate has no effect. The in- 
terference with respiration can be overcome better 
by carbon-dioxide inhalation. Avertin has the same 
effect on the acid-base equilibrium as chloroform; 
it diminishes the respiration for from twenty-four to 
forty-eight hours without causing excessive respira- 
tion later. Even in complete avertin anwsthesia the 
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addition of ether diminishes the period of reduced 
respiration to about eight hours and, in addition, 
opposes the paralysis of the respiratory center. The 
most effective agent against the respiratory paralysis 
is coramin, which converts the complete anwsthesia 
into a basal anesthesia. 

Injurious effects on the liver have not been ob- 
served after the use of avertin. In cases of diabetes 
care must be taken in using avertin as it has a tend- 
ency to aggravate the condition. Frequently there 
is a fall in the blood pressure. Avertin is excreted by 
the kidneys with glycuronic acid. The excretion 
begins simultaneously with absorption so that an 
equilibrium is established. If the equilibrium is dis- 
turbed in any way by retention of the avertin, signs 
of a toxic action appear. Rectal administration is 
of advantage in head surgery as the field of operation 
is undisturbed. Since avertin is given before the 
operation, an anesthetist is unnecessary. The 
anesthesia lasts for about two hours. 

The author believes that, in spite of its defects, 
avertin anawsthesia possesses such great advantages 
over other types of anesthesia that it must be re- 
garded as representing an epoch-making advance. 

HAAGEN (Z). 


Salici, L.: Clinical Research on the Behavior of the 
Arneth Index and the Hemogram of Schilling 
After Surgical Operations Performed Under 
General Anesthesia (Ricerche cliniche sul com- 
portamento del quadro di Arneth e dell’emogramma 
di Schilling dopo interventi operatori in narcosi 
narcilenica). Ann. ital. di chir., 1933, xii, 200. 

Salici studied the changes in the neutrophile 
leucocytes following surgical operations performed 
under general anwsthesia. He noted that immediate- 
ly after the operation there was a shift to the left of 
the Arneth index with an increase in the number of 
neutrophilic leucocytes of the first class and a de- 
crease of the cells of the third and fourth classes. 
However, this shift was not accompanied by the 
appearance of immature white blood cells. 

In the same cases the Schilling index or hemogram 
showed an increase in the number of neutrophile 
leucocytes with a club-shaped nucleus and a corre- 
sponding decrease in the number of cells with a 
segmented nucleus. These changes may be classified 
as simple hyporegenerative displacement. 

No direct relationship between the changes and 
the dose of the anwsthetic, the duration of the 
anwsthesia, or the severity of the surgical procedure 
was apparent. The changes in the leucocytes per- 
sisted for about three days and were followed by a 
gradual return to normal. Peter A. Rost, M.D. 


Picardi, G.: Plantar Ulcers Following Spinal 
Anesthesia; Lumbar Ganglionectomy; Cure 
(Ulcerazione plantare consecutiva a rachianestesia; 
gangliectomia lombare; guarigione). Polfclin., Rome, 
1933, Xl, sez. chir. 237. 


The case reported was that of a girl nineteen 
years of age who was subjected to appendectomy 
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October 14, 1931, under spinal anesthesia induced 
with tutocaine. The pre-operative history was 
negative. The postoperative course was uneventful 
until October 18, when several serous blisters 
developed at the base of each heel. The blisters 
were accompanied by pain and a sense of heat and 
tension. They were about the size of a silver 
dime, irregularly circular, tender, and circumscribed 
by a narrow red zone. Puncture of the blisters on 
October 21 yielded a lemon-yellow fluid. Soon the 
blisters increased in size and the serum they con- 
tained became more hemorrhagic. On November 3 
the patient inadvertently removed the covering of 
the bullx, exposing shallow ulcers with a somewhat 
hemorrhagic base which later tended to dry and 
become crusted. While the patient remained in bed 
the ulcers became somewhat smaller and were not 
painful. However, they did not heal completely. 
When the patient became ambulatory the pain re- 
curred because of the pressure and the frequent 
dislodgment of the crusts. The ulcers were still 
present when the patient left the hospital. 

On October 11, 1932, one year after the appen- 
dectomy, the patient returned to the hospital because 
of a persistent ulcer on the right heel which measured 
about 1% in. in diameter. The base of the lesion 
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was grayish-red and exuded a small amount of 
serum. Passing radially from the base were fibrous 
scars indicating the original size of the lesion. The 
old ulcer on the left heel was healed with scar forma- 
tion. Examination revealed erythema from pain 
and a negative pilomotor reaction. The injection of 
pilocarpin caused sweating of the trunk as far as 
the epigastrium. Temperature studies of the lower 
extremities after the injection of a foreign protein 
(mixogen) indicated vascular insufficiency. Os- 
cillometry of the lower extremities vielded norma! 
readings. 

Careful consideration of the clinical picture and 
the physical findings led to the diagnosis of angio 
spasm associated with trophic cutaneous disturb- 
ances. On October 26 a right lumbar ganglion- 
ectomy was performed. The right foot then became 
warmer than the left, and within a short time the 
ulcer healed. 

The cause of such complications after spina! 
anesthesia has not been definitely determined. 
Picardi suggests that it may be a toxic action of the 
anesthetic on the posterior roots, variations in the 
tension of the fluid after the injection, or an aseptic 
meningitis produced by the anesthetic. 

A. Louis Rost, M.D. 


PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Desjardins, A. U.: The Radiosensitiveness of 
Tumors Derived from Cartilage. Am. J. Cancer, 
1933, XVili, 15. 

From the therapeutic point of view, solitary endo- 
thelioma is by far the most radiosensitive of all 
malignant tumors of bone. Its rapid rate of regres- 
sion under the influence of the roentgen rays and 
radium is of great aid in its differential diagnosis. It 
can often be made to regress completely, and in some 
cases adequate treatment produces permanent cure. 

True osteogenic sarcoma, so-called, usually shows 
such slight sensitiveness to irradiation that it may be 
designated as radioresistant. Occasionally it may re- 
gress slightly and slowly after exposure to the roent- 
gen rays or radium, but anything approaching com- 
plete retrogression, even of temporary duration, or 
great improvement in the patient’s condition, is very 
rare, and authentic instances of complete and defi- 
nite cure are practically unknown. 

Bone tumors derived from cartilage are interme- 
diate between the solitary endothelioma and the 
osteogenic sarcoma in their sensitiveness to the 
roentgen rays and radium, but the difference be- 
tween chondrosarcoma and endothelioma is greater 
than the difference between chondrosarcoma and 
osteogenic sarcoma. By sufficiently intense irradia- 
tion, bone tumors derived from cartilage can be 
made to retrogress perceptibly and sometimes to a 
considerable degree for a limited period of time, but 
their complete and permanent disappearance is rare. 
However, the retrogression which occurs usually 
proceeds at a more rapid rate, and is more pro- 
nounced, and lasts somewhat longer than that occur- 
ring in osteogenic sarcoma. 

In most cases the difference in radiosensitiveness 
displayed by these three types of neoplasm is suffi- 
cient to distinguish them clearly, irrespective of the 
findings of clinical, roentgenological, or pathological 
examination. 

Desjardins has had occasion to observe a case 
which seemed to throw light on the diagnostic value 
of the so-called onion-skin effect in roentgenograms 
of bone tumors and on the value of radiotherapy as 
a means of distinguishing solitary endothelioma of 
bone from other neoplasms arising in osseous tissue. 

Simple, benign chondroma affecting bone has 
never been regarded as sensitive to the roentgen rays 
orradium. While there is reason to believe that the 
majority of such processes are not perceptibly in- 
fluenced by irradiation, it appears that exposure to 
the roentgen rays or radium may cause certain 
growths to undergo distinct, although limited, 
changes. The author reports a case in which the 
rate at which the pain subsided and the tumor di- 


minished in size corresponded to the rate noted in 
cases of chondrosarcoma treated by irradiation. 


Lowe, E. C.: The Value of Serum Reactions in 
Radiotherapy of Cancer. Bril. J. Radiol., 1933, 
vi, 207. 

The author cites articles published by Webster, 
Adair, and Russ in 1932. Webster, discussing X-ray 
and radium treatment of cancer of the breast, sug- 
gested that improved clinical results might be ob- 
tained by combining irradiation with operation in 
selected cases. Adair compared the results of treat- 
ing mammary cancer by operation, irradiation, and 
a combination of both and found that the combined 
treatment was most successful. Russ discussed the 
theories regarding direct and indirect action on 
malignant growth and suggested that irradiation 
produces an indirect action which causes a response 
from the physiological functions of the body. 

By employing a quantitative modification of the 
Bendien serum reaction it has been possible, in a 
considerable number of cases of cancer, to record 
variations in the serum. Forms of cancer which 
develop as a result of injury to differentiated cells 
are characterized by biophysical, biochemical, and 
metabolic changes termed by Bell ‘‘cell differentia- 
tion” and by Shaw “‘cell conversion.” 

As compared with normal cells, cancer cells show 
an abnormal lecithin-cholesterol ratio, an increased 
proportion of hydrophilic protein colloid, a greater 
water content, and greater permeability. ‘These 
findings do not explain why the majority of persons 
do not develop cancer. The author believes it 
logical to ascribe immunity to the presence of a 
normal defense mechanism capable of destroying 
cancer cells as soon as they develop. The bases 
for the assumption of the existence of such a de- 
fense are as follows: 

1. Bell suggests that there is a defensive process 
in utero which prevents the invasion by normal 
chorion epithelium. If Bell’s theory is correct, it 
would be strange if this function ceased at birth. 

2. Such a defense may be a process of evolution- 
ary development. 

3. If the characteristic rapid division of cancer 
cells is due to the abnormal contents of those cells, 
the same factors would expose cancer cells to easy 
destruction if there were no substance present in the 
blood to prevent it. 

4. Observations have shown that normal blood 
is endowed with a lipolytic power. In the blood 
of persons with cancer this power is very deficient, 
but recovers partially or completely following re- 
moval of the malignancy. 

Lowe presents an ingenious diagram to show some 
of the findings in the enormous field of cancer 
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research in relation to blood serums which result 
from, or accompany, the radium therapy of malig- 
nant growths or other forms of treatment causing 
destruction of cancer cells. 

Following damage to differentiated tissue the 
cells may be killed or may recover and continue 
their normal existence, or they may remain in a 
more or less injured state or may enter a patho- 
logical process and develop into cancer cells. 

As a working hypothesis, the author suggests that 
the general mass of normal tissues produces a de- 
fensive substance, possibly enzymic in character, 
which is capable of destroying cancer cells at once, 
and that cancer develops only when this tissue de- 
fense is deficient. 

Numerous observations have demonstrated sev- 
eral changes in the blood serum in association with 
cancer. These are responsible for an abnormal col- 
loidal reaction with acid sodium vanadate reagents. 
A positive reaction has been obtained consistently 
by the modified 3-phase technique in the earliest 
as well as advanced cases of malignancy and has 
frequently revealed cancer when it was unsuspected. 
Of 150 normal persons over thirty-six years of age, 
9 per cent showed deficiency in the protective re- 
action. A follow-up of such persons might prove 


it possible to recognize cases in which prophylactic 
treatment would be indicated if it ever becomes 
available. 

Experimental work suggests that when cancer 
cells are destroyed in situ and autolysis is produced, 
a degree of immunity response may occur, possibly 
through stimulation of the reticulo-endothelial sys- 


tem. According to Casport, this is the effect pro- 
duced in animals by X-ray, radium, and lead treat- 
ment. Others ascribe the response to the action of 
a specific serum. According to a third group, it is 
the result of growth regression. All of these theories 
tend to confirm Bendien’s clinical findings and sup- 
port the theory that immunity responses are ini- 
tiated in the general normal tissues as the result of 
the therapeutic cytolysis of cancer cells. 
Pre-operative irradiation of cancer finds support 
in such experimental observations. In a series of 
cases of known malignancy of the uterus which were 
treated at the Radium Institute and Royal In- 
firmary at Liverpool, combined radium and X-ray 
follow-up observations on the serum reaction were 
made by Gemmell and Malpas. The variations 
found are shown in 4 graphs. Graph 1 is typical of 
cases of local destruction of the growth and its 
disappearance which were associated with remark- 
able changes in the blood reactions. In these cases 
the blood reactions were normal ten months later 
and there was no sign of recurrence after sixteen 
months. Graph 2 is typical of the serum reaction 
which remains positive in spite of satisfactory local 
and general clinical response and makes it possible 
to predict recurrence as early as five months be- 
fore its appearance. Graphs 3 and 4 show respec- 
tively a satisfactory outcome and a late recurrence. 
In the latter case recurrence had been foretold by 
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the serum reaction nine months before its clinical 
appearance. The diagram and text explain the 
hypothesis relative to the serum changes which may 
be connected with the indirect effect of methods of 
treatment and the destruction of cancer cells in situ. 
The findings indicate that the regaining of immunity 
as the result of treatment after the development of 
cancer due to a breakdown of normal tissue de- 
fense does not preclude a subsequent similar break- 
down. Fluctuations in serum reactions from posi- 
tive to negative and vice versa suggest that an 
attempt to regain normal defense may be success. 
ful only temporarily. Recognition of such varia. 
tions may be of aid in the decision as to whether 
treatment should be repeated or omitted. The 
quantitative serum reaction might be of value in 
follow-up examinations for recurrence before it is 
evident clinically. 

Experience in the follow-up observations in over 
100 cases suggests that this 3-phase reaction will 
give evidence of progress under any form of treat 
ment earlier than any other known method. As in 
successfully treated cases the serum gradually be- 
comes normal, failure to obtain a normal serum 
reaction indicates that the malignancy has not been 
eradicated and that recurrence or metastasis will 
probably follow. A change to abnormal in a sub- 
sequent serum reaction will indicate an impending 
recurrence; a progressively more positive malignant 
reaction will foretell a fatal result; and a positive 
malignant reaction which continues in spite of treat- 
ment indicates that only palliation can be expected. 

A. JAmMEs LARKIN, M.D. 


RADIUM 


Reinhard, M. C.: An Analysis of the Factors En- 
tering into Radium-Pack Intensities. Am. /. 
Cancer, 1933, XVii, 136. 

This article is intended to supplement a previous 
publication which dealt with the relation between 
a single tube of radium mounted on various thick- 
nesses of wax and several tubes arranged according 
to other schemes for distances as great as 6 cm. and 
for as many as fourteen tubes. Since applicators are 
often mounted in air and in protected packs as well 
as in wax, the transposing of dosage from one type 
of pack to another requires further study. 

Ionization methods of measuring intensity were 
employed throughout. The special apparatus for 
measuring was assembled in such a way that it was 
not disturbed throughout the experiment. Wax 
spacing, air spacing, air spacing with walls of bras» 
backed with lead or with lead walls alone were 
studied. The radiating source was adjustable so 
that it could be distributed over any area measuriny 
8 by 8 cm. or less. The radium was in the form o! 
tubes of 50 and 100 mgm. with an outside diamete’ 
of 4 mm. and a wallof 1 mm. of platinum. The tube- 
were mounted on a bakelite tray 1 mm. thick. 

With the use of the wax spacers at a distance o! 
6 cm. from the center of the radium to the center o! 
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the ionization chamber, measurements were made of 
three distributions of the radium: (1) four tubes ad- 
jacent; (2) four tubes parallel but 2 cm. apart; and 
(3) the entire tray filled with tubes arranged to give 
uniform intensity. The result indicated an intensity 
decrease according to the increasing area of radia- 
tion at the rate of 3.2, 3.0, and 2.1 r per minute per 
gram respectively. On removal of the wax, an in- 
creased intensity was observed. As this was too 
‘ great to be explained by wax absorption alone, it 
was ascribed to additional radiation, presumably 
soft, which was removed by wax. 

To determine the source of this radiation, copper 
filters varying from 14 to 1 mm. in thickness were 
placed in one of two positions: (1) immediately be- 
low the radium, and (2) immediately above the 
ionization chamber. From the results of these meas- 
urements the conclusion was drawn that the soft 
component in the beam was not due to inadequate 
secondary filtration at the source since the copper 
filter near the ionization chamber removed these 
soft rays. As the 1.0 mm. copper filter immediately 
over the ionization chamber gave ample filtration, 
measurements were made with the use of this filtra- 
tion for the three arrangements of radium tubes as 
previously described. These values agreed with the 
intensities for wax spacing at the same distance and 
showed that for small areas of radiation the dosage 
factor is the same for wax spacers and for air spac- 
ing, provided adequate secondary filtration in the 
correct position is employed in the latter case. With 
the large areas of irradiation the intensity of the 
wax pack is slightly less than with the air pack. 

The influence of the walls on the intensity and 
character of the rays was next determined. The 
beam of rays was confined within walls of brass 
backed with lead or of lead alone. The field size was 
10 by ro cm. With the use of large areas of radia- 
tion, 8 by 8 cm., at a distance of 6, 10, and 15 cm., 
the intensity increased progressively from air walls 
to brass walls to lead walls. At a distance of 6 cm. 
the figure was too per cent for air, 116 per cent for 
brass, and 128 per cent for lead walls. Therefore, 
for an unfiltered beam an increased wall area pro- 
duces a corresponding increase in intensity. This 
increase may be attributed to secondary radiation 
from the walls. 

To determine the quality of this secondary radia- 
tion copper filters varying in thickness from 14 to 2 
mm. were inserted between the pack and the ioniza- 
tion chamber. Curves of the results are shown. At 
least o.5 mm. of copper is necessary to remove these 
secondary radiations. The absolute values indicate 
that the intensities for the three types of packs are 
approximately the same and independent of the wall 
material when suflicient filtration is used. Within 
the limits of the experiment the secondary radiation 
varied only in quantity, depending upon the different 
wall material, and not in quality. 

The field size or radiated area being maintained 
by means of lead walls, the effect of changing the 
distribution of the radium was next studied. It was 


concluded that limitation of the beam by the walls 
had no effect on the intensity. 

In conclusion the author states that for the same 
distribution of radium the intensity of the radium 
pack is independent of the method of support or 
mounting, whether it be wax, air, or well-protected 
packs, provided adequate means are employed to 
remove the soft components of the beam which are 
characteristic of the arrangement used. When 
radium is employed with air spacing, the secondary 
filter should be against the skin. In metallic packs 
it should be outside the aperture opening. The in- 
tensity of the pack is independent of the field size 
and dependent upon the distribution of the radiating 
points. A. James Larkin, M.D. 


Kelly, E.: Radium Therapy in Carcinoma of the 
Lip. J. Am. M. Ass., 1933, c, 388. 


The author presents a study of 535 cases of carci- 
noma of the lip which were treated in the period 
from 1913 to 1931. Cases treated during the vears 
from 1921 to 1929 are selected as representative of 
the success of radium irradiation. Cases treated 
previous to 1921 have been excluded because: 
(1) nearly all cases referred to the hospital at that 
time had been rejected by surgeons, and (2) the 
dosage of radium was still in the experimental stage. 
Only lesions diagnosed as carcinoma by an expert 
are included. Wassermann tests, but not biopsies, 
were done routinely. Ninety-six per cent of the 
lesions were on the lower lip. Ninety-five per cent of 
the patients were men, 86 per cent were smokers, and 
70 per cent were outdoor workers. The average age 
was fifty-six and eight-tenths vears. 

The 252 cases analyzed are divided into the fol- 
lowing 4 groups: 

Group 1, cases of lesions not involving more than 
one-half of the lip and with no palpable glands. 

Group 2, cases of lesions involving more than half 
of the lip and with no palpable glands. 

Group 3, cases of lesions with definitely palpable 
glands. 

Group 4, cases in which radium and surgery were 
combined or treatment had been given previously 
elsewhere. 

This report deals chietly with cases of Group 1, 
which should be curable by any type of therapy. 
Patients untraced in January, 1932, are excluded, 
and untraced patients with a recurrent growth or 
lingering symptoms when they were last seen are 
classed as dead of carcinoma. Accordingly there re- 
main for analysis 137 cases which were treated more 
than two years ago. Ninety-seven (70.8 per cent) of 
the patients were well in January, 1932; 128 (93.4 
per cent) were well two years or longer after treat- 
ment; 67 (81.8 per cent) were well five years after 
treatment; and 8 (61.5 per cent) of 13 were well more 
than ten years after treatment. In general, a patient 
in Group 1 who remains well for two years, may be 
regarded as cured. Since the average age of in- 
cidence of carcinoma of the lip is over fifty-six years, 
it is difficult to carry statistics beyond five years 


al 
he 
iv 
of 
u. 
tv 
of 
e- 
k- 
in 
a 
er 
he 
in 
is 
er 
ill 
t 
in 
e- 
m 
il] 
b- 
nt 
ve 
t- 
d. 
n- 
US 
1g 
id 
re 
De 
re 
Or 
AS 
iX 
re 
50 
of 
er 
of 


372 


after treatment because of the high mortality due to 
inter-current diseases. 

Of the 13 patients of Group 2, 33.3 per cent were 
well two or more years after treatment, and 25 per 
cent were well five or more years after treatment. 
Failure in cases of Group 2 is due chiefly to the fact 
that glandular metastases frequently become pal- 
pable soon after the patient is first seen. 

Of the 36 patients in Group 3, 2 were well four 
years after treatment. In the majority of cases in 
this group radium irradiation healed the primary 
lesion and retarded metastasis for months. Atten- 
tion is called to the fact that metastasis from carci- 
noma of the lip occurs late since, of 200 patients, 161 
(82 per cent) had no palpable glands when they were 
first examined. 

Of the 164 patients in Groups 1 and 2, 92 per cent 
had 1 application of radium. Routine treatment 
was given with radon bulbs containing from 400 to 
750 mc. each, filtered by 1.5 mm. of brass and 6 mm. 
of felt. The dosage varied from 250 mc.-hrs. in the 
smallest lesion to 1,350 mc.-hrs. in the largest lesion. 
The average dose was from 500 to 750 mc.-hrs. in 
1 application. Healing occurred in from six to ten 
weeks. Daily removal of the scabs by the patient 
and painting with 5 per cent mercurochrome were 
recommended to prevent secondary infection, In 
nearly all cases the lip healed perfectly, without the 
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slightest scar, within four months. Even in cases 
with wide-spread destruction of tissue there was a 
remarkable tendency toward normal contour with 
no contractures. In 6 cases, treatment by the im- 
plantation of gold needles or a combination of 
needles and bulbs was given on account of deep in- 
filtration. High-voltage X-ray irradiation was given 
to the glands of the neck on both sides, even when 
they were not palpable. 

On the bases of a study of 137 cases in Group | 
the author recommends treatment with radium in 
preference to surgery for the following reasons: 

1. The end-results are excellent—a two-year cure 
in 92 per cent of the cases and a five-year cure in 81 
per cent. 

2. The cosmetic and functional results are better. 

3. Time and expense are saved to the patient and 
the hospital. 

4. The patient can usually carry on his occup:- 
tion. 

For cases in Group 2, the author advises the 
application of radium to the primary lesion and 
radical resection of the glands of the neck. 

For cases of Group 3, he recommends irradiation 
of the primary lesion and surgery of the glands ex 
cept in the presence of glandular fixation, when 
radium therapy gives marked palliation. 

A. James LARKIN, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Meakins, J. C.: 
1933; li, 67. 

Cyanosis is due to an excessive amount of reduced 
hemoglobin in the capillaries of the visible tissues. 
Carbon dioxide is not an important factor in its 
production. As the organism can accommodate it- 
self to any abnormality when it is given sufficient 
time, cyanosis is more serious when it develops 
acutely than when it develops more gradually. 

An excessive quantity of reduced haemoglobin is 
due chiefly to interference with normal oxygenation 
in the pulmonary capillaries and circulatory dis- 
turbances which, although associated with impair- 
ment of pulmonary function, depend on pollution 
of aérated blood with venous blood, as in hearts 
with incomplete septa, and the rate of blood flow 
through the peripheral circulation. The inhalation 
of pure oxygen will cause disappearance of the 
cyanosis if it is due to a respiratory cause, but will 
only decrease it if it is due to a circulatory cause. 

Local causes of cyanosis are local trauma with 
extravasation of blood into the tissue spaces and 
venous obstruction such as is produced by throm- 
bosis or external pressure. 

Acute laryngeal and tracheal obstructions cause 
a sudden diminution of pulmonary ventilation with 
severe cyanosis leading to shock. After the oc- 
currence of shock the deep color of the cyanosis 
disappears. To prevent circulatory collapse, oxygen 
must be administered by mechanical means or the 
obstruction must be relieved immediately. In cases 
of chronic obstruction cyanosis develops gradually 
without shock or circulatory collapse because of the 
compensation established by the organism to the 
new conditions. Bronchitis (chietly in infants), 
bronchial asthma, and pneumonia cause interference 
with pulmonary alveolar ventilation with a con- 
sequent reduction of the percentage of haemoglobin 
in the arterial stream and the development of cyano- 
sis of a serious nature. Also in these conditions 
there is an increase in the carbon dioxide content 
of the blood which causes a dilatation of the capil- 
laries and accentuates the cyanosis by slowing the 
blood flow and allowing the tissues to absorb more 
oxygen. 

In chronic pulmonary disease, including emphy- 
sema, deep cyanosis with little distress develops be- 
cause of fibrosis of the pulmonary interstitial tissues 
with defective gaseous diffusion; a decrease of the 
tidal air with an increase of the respiratory rate 
causing interference with pulmonary ventilation; 
progressive anoxwmia causing a compensatory poly- 
cythemia and thus deep cyanosis; and slowing of the 
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capillary circulation as the carbon dioxide increases 
in the blood. 

In cardiac diseases, except congenital conditions, 
cyanosis is due to a slowing and diminution of the 
capillary blood stream, such as occurs in mitral 
stenosis, with the giving up of more oxygen to the 
tissues which results in a higher percentage of re- 
duced hemoglobin. Oxygen therapy has no effect 
on this circulatory failure. 

Alkalosis and narcotic poisonings cause an in- 
crease in the hydrogen-ion concentration of the 
blood with a decrease in pulmonary ventilation 
until the partial pressure of the alveolar oxygen is 
insuflicient to aérate the pulmonary blood. The 
best treatment in these condititions is the inhalation 
of 90 per cent oxygen and 1o per cent carbon 
dioxide. Harorp M. Britt, M.D. 


Worms, R.: Nervous Disorders Associated With 
Heemorrhage (A propos de quelques troubles 
nerveux consécutifs aux pertes de sang). J. de chir., 
1933, Xli, 215. 


Nervous complications follow hemorrhage only 
in patients with grave visceral lesions. ‘They do not 
occur in robust individuals, even when the hamor- 
rhage is severe. As suggested by Vincent and Dar- 
quier in 1923, the most important predisposing cause 
is probably arteriosclerosis. ‘The usual symptom is 
a paraplegia consecutive to cerebromalacia. In 
some cases, however, the lesion may be less grave 
and the symptoms may disappear following a trans- 
fusion. The plantar reilex is positive. 

Pinel and Esquirol noted the occurrence of psycho- 
ses after hemorrhage. The usual form is an active 
delirium. The sovereign remedy is transfusion. 

After a haemorrhage the nervous system is more 
susceptible to hypnotic and anesthetic agents. This 
fact appears to be explained by the acidosis result- 
ing from the loss of blood. 

Experimentally, the authors found that ligation 
of the common carotid artery caused hemiplegia 
only if the animal had been previously weakened by 
repeated hemorrhages. This finding is in accord 
with the clinical fact that ligation of a carotid artery 
for such a condition as pulsatile exophthalmos is a 
relatively benign procedure, whereas ligation for 
hemorrhage is fatal in 50 per cent of the cases. 
Therefore ligation for hemorrhage should be accom- 
panied by a blood transfusion. 

Abert DeEGRoat, M.D. 


Besredka, A.: Local Passive Immunity; Experi- 
mental Proofs (De l’immunité locale passive; bases 
expérimentales). Presse méd., Par., 1933, xli, 561. 


In experiments on rabbits inoculated with bacillus 
anthracis Besredka demonstrated that anti-anthrax 
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serum (of curative titer) injected under the skin at a 
distance from the infected region did not protect the 
rabbits from a fatal septicemia, whereas the same 
dose of concentrated serum injected into the skin at 
the site of the lesion protected the animal. 

In another group of rabbits snake venom injected 
intracutaneously was rendered almost innocuous by 
the injection of antivenom serum (or even normal 
serum) around the site of inoculation, whereas anti- 
venom serum injected under the skin at a distance 
from the site of the injection of the venom or into 
the peritoneal cavity had no effect on the evolution 
of the characteristic skin lesions, and antivenom 
serum injected intravenously did not have a con- 
stant effect. 

When a third group of rabbits were injected with 
vaccine virus isolated from animals dying from post- 
vaccinal meningo-encephalitis it was found that 
antivaccinal serum of very weak dilution injected 
at the site of the injection of the virus prevented the 
formation of the skin lesion (even as late as twenty- 
four hours after the inoculation) whereas con- 
centrated serum given elsewhere had no effect. 

In experiments on guinea pigs in which tetanus 
toxin was inoculated and antitetanic serum was ap- 
plied locally in liquid and in ointment form, both the 
liquid and the ointment were effective in preventing 
the symptoms of tetanus. 

In experiments on rabbits in which diphtheria 
antitoxin was rubbed into the skin in the form of a 
cream (lanolin-vaseline) and diphtheria toxin cream 
was rubbed in on the following day, the antitoxin 
was found to protect the animal. These experiments 
were controlled by substituting normal serum for 
antidiphtheritic serum. When in other experiments 
the toxin cream was used first, the antitoxin cream 
protected the animals if it was rubbed into the skin 
within three hours. 

Besredka draws the following conclusions: 

1. Serum given into the skin is absorbed so slowly 
that anaphylaxis does not occur. 

2. A barrage of serum can be directed toward an 
infection while it is still localized. 

3. When thus injected the serum comes into con- 
tact with the tissues in a very concentrated form, 
whereas when it passes through the blood stream it 
arrives at the site of infection much diluted. 

4. Antibodies may be prevented from reaching the 
affected area through the blood by a barrier of in- 
flammation and oedema. Marsu W. Poor, M.D. 


Gibson, H. J., and Thomson, W. A. R.: A Study of 
the Etiology of Acute Rheumatism, with 
Special Reference to the Relationship of the 
Hemolytic Streptococcus to the Disease. 
Edinburgh M. J., 1933, xl, 93. 


The authors report investigations regarding the 
cause of rheumatic fever in which they attempted to 
determine the rdle played by the hemolytic strepto- 
coccus and allergy to its products. Patients with 
rheumatism were treated by the intradermal injec- 
tion of extracts of a variety of streptococci, hemoly- 
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tic and non-hemolytic, isolated from persons with 
and without rheumatism. At the time of the tests, 
throat swabs were taken. Throat swabs from 200 
persons with rheumatism and 242 controls showed 
no significant difference between the 2 groups. In 
the cases of persons suffering from rheumatism, the 
incidence of positive reactions to intradermal tests 
with the hemolytic streptococcus and extracts was 
found to be 68.1 per cent, whereas in the controls it 
was 55.4 per cent. When cases of acute rheumatism 
were divided into febrile cases, afebrile cases, and 
cases of chorea, intradermal tests with hemolytic 
streptococcus extract were found to cause a positive 
skin reaction in 58 per cent of the febrile group, 7; 
per cent of the afebrile group, and 96 per cent of the 
cases of chorea. In the febrile control cases the 
incidence of positive skin reactions was 50 per cent 
and in the afebrile control cases it was 77 per cent. 
Diminution of the activity of the skin is a non 
specific phenomenon which has been called a pro. 
tective reaction. As the figures for the control serie= 
show, it may occur in any febrile wasting or cachectic 
condition. 

The relationship between tonsillitis and acute 
rheumatism was also investigated. Seventeen (14 
per cent) of the patients with rheumatism gave a 
history of sore throat or tonsillitis immediately be- 
fore the onset of the rheumatic symptoms. Even 
though more than half of these patients were febrile, 
82 per cent of them had a positive skin reaction to 
haemolytic streptococcus extract. Of the 20 patients 
whose tonsils were inflamed at the time of their 
admission to the hospital, 55 per cent had a positive 
skin reaction to the hemolytic streptococcus, and of 
those whose tonsils were enlarged but not inflamed, 
70 per cent had a positive skin reaction. 

The association of scarlet fever in the cases of 
rheumatism and cases without rheumatism was not 
significant. 

The authors conclude from their observations that 
there is no essential difference between cases of 
rheumatism and control cases as regards the skin 
reaction, the presence or absence of hemolytic 
streptococci of the throat, or the relations between 
skin reactions and throat cultures. They believe 
that acute rheumatism is due to some infective agent 
not yet recognized, the entrance of which into the 
body may be facilitated by infection with the 
hemolytic streptococcus. They suggest also that 
the late allergic manifestations of streptococcal in- 
fection may damage tissues susceptible to rheumatic 
infection and thereby favor generalization of the 
infective agent. ALTON OcHSNER, M.D. 


DUCTLESS GLANDS 


Ortenberg, S.: Parathyroid Dysfunction; Report of 
a Case Treated with Parathormone and Ir- 
radiated Ergosterol. Canadian M. Ass. J., 1933, 
XXViii, 490. 

The author reports a case in which there was 
marked bone rarefaction in both ischia, the pubic 
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rami, and the head and neck of both femora. In the 
roentgenogram the rami of the pubic bone had a 
cotton-wool appearance, and the periosteal outline 
was shaggy. In the other bones, but most strikingly 
in both ilia, there were rounded or oval shadows, 
large and small, with complete absence of lime 
density. The roentgenological diagnosis was osteitis 
fibrosa cystica. 

Later the patient sustained a fracture of the right 
tibia and fibula and the third metatarsal bone. Four 
months after the injury there was no callus formation 
even though cod liver oil, viosterol, and calcium were 
given. 

Four months after the injury the blood calcium 
was found to be 10.32 mgm., and one month later it 
was 9.8 mgm., per c.cm. No tumor was palpable 
in the neck. Following the second blood-calcium 
determination a daily dose of 20 units of para- 
thormone was given for five days each week for 
several weeks. Two weeks after the beginning of the 
hormone therapy the blood calcium was 9.8 and the 
inorganic phosphorus content of the blood was 3.3 
mgm. per 100 c.cm. 

Under the parathormone therapy the oedema dis- 
appeared from the ankles, callus was formed, and the 
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patient became able to walk with the aid of a cane 
within six weeks. X-ray examination of the bones 
six months after the beginning of the hormone 
therapy revealed a definite increase in the density of 
the bones and definite evidence of filling of the cystic 
defects with bone. 

The author calls attention to the fact that in true 
generalized osteitis fibrosa cystica hyperparathyroid- 
ism can be demonstrated, but callus formation is 
unimpaired. In the case reported in this article bony 
union was absent and there was neither hyper- 
calcemia nor a palpable tumor of the parathyroid 
glands. In favor of a diagnosis of osteitis deformans 
were the patient’s age and the poor callus formation, 
but against it was the absence of pathognomonic 
changes in the calvarium. Osteomalacia was also 
ruled out. Therefore the condition was designated 
by the all-inclusive term ‘‘osteodystrophy.” 

In discussing the literature the author expresses 
the opinion that a decalcifying effect exerted by 
parathyroid hormone is due to toxic doses, and that 
the case he reports in this article shows that, when 
the hormone is given in small, i.e., possibly physio- 
logical, doses it may be a positive or anabolic factor 
in calcium metabolism. O. Latimer, M.D. 
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Reticulo-Endothelial System 


The relationship of the reticulo-endothelial system to 
immunity. E. B. ALonso. Med. Ibera, 1933, xvii, 705. 


Lymph Glands and Lymphatic Vessels 


Toxic leukopenia, with recovery following injection of 
pentnucleotide. E. L. Burnyte and E. W. Gates. J. 
Am. M. Ass., 1933, C, 1932. 


SURGICAL 'TECHNIQUE 


Operative Surgery and Technique; 
Postoperative Treatment 


The importance of pre-operative and postoperative care. 
L. Mayer. Bruxelles-méd., 1933, xiii, 845. 

Some observations on pre-operative procedure. I. 
Principles. E. R. Firnt. Lancet, 1933, ccxxiv, 1163. 


Some observations oe to pre-operative proce 
dure. II. Treatment. E.R. Fiint. Lancet, 1933, ccxxiv, 
1223. 

Problems confronting plastic surgery. J. W. MALINIA®. 
J. Med. Soc. New Jersey, 1933, XXX, 439. 

Plastic operation of neck, lip, and axilla. G. M. Dov 
RANCE. Ann. Surg., 1933, XCVil, 941. 
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¥sthetic treatment of keloids. Surgical removal fol- 
lowed by immediate irradiation. R. Passot. Presse méd., 
Par., 1933, Xli, 544. [363] 

Immediate transplantation of defects due to accident; 
report of two cases. G. Aurricut. Arch. Otolaryngol., 
19335 xvii, 769. 

lectrosurgery. H. Litrentuar. Ann. Surg., 1933, 
xevil, 801. 

Electrosurgery. M. M. Orreca. Med. Ibera, 1933, 
xvii, 678. 

Cyclic enthusiasm in electrosurgery. R. F. E-mer and 

BoyLan. Illinois M. J., 1933, Ixiii, 532. 

Electrosurgical incisions; histological effects. J. D. 
Eris. Arch. Surg., 1933, xxvi, 981. 

The electric knife in the treatment of neoplasms of the 
skin and mucous membranes. A. R6po. Arquivo de patol., 
1931, iii, 191. 

The treatment of endocervicitis by electrocauterization 
and electrocoagulation. S. D. Sorer. Illinois M. J., 1933, 
Ixiii, 539. 

The postoperative control of distention, nausea, and 
vomiting. A clinical study with reference to the employ- 
ment of narcotics, — and nasal catheter suction- 
siphonage. J. R. Parner, H. A. Cartson, and O 
WANGENSTEEN. J. Am. M. Ass., 1933, €, 1910. 

Postoperative pulmonary complications. Are they pre- 
ventable? C. Jackson. Laryngoscope, 1933, xliii, 499. 

Pulmonary complications following operation on the 
stomach and duodenum. D.C. BALFour and H. K. Gray. 
Practitioner, 1933, Cxxx, 625. 

The problem of thrombosis. R. C. PrcForp. J. Okla- 
homa State M. Ass., 1933, xxvi, 184. 

Postoperative thrombophlebitis of the lower extremities. 
A. A. MATTHEWS. West. J. Surg., Obst. & Gynec., 1933, 
xli, 318. 

Experimental production of the clinical signs of gaseous 
embolism. A. Komis. Bull. et mém. Soc. méd. d. hop. de 
Par., 1933, xlix, 664. 

Fatal postoperative pulmonary embolism. FE. C. 
BarTELS. Minnesota Med., 1933, xvi, 400. 

Stimulation of peristalsis and the treatment of atony 
following operation. P. CArrierR. Muenchen. med. 
Wchnschr., 1933, i, 176, 210. 

Postoperative bacteriemia. I. DAvANzo. Riforma med., 
1933, Xlix, 435. 363 

Constant intravenous administration of fluid (veno- 
clysis). F. B. Ramsey. Surg. Clin. North Am., 1933, xiii, 
631. 

Treatment with irradiated petrolatum. H. LIvreNnTHAL. 
Ann. Surg., 1933, XCvii, 927. 


Antiseptic Surgery; Treatment of Wounds 
and Infections 


The development of modern traumatic surgery; its 
clinical and social value. B. ALBERT. Prakt. l¢k., 1932, p. 3. 

Accidental injuries. M. Brorctrt. Schweiz. med. 
Wchnschr., 1933, i, 38. 

The healing of wounds; newer studies. H. TAMMANN. 
Beitr. z. klin. Chir., 1933, clvii, 73. 

A new method of closing wounds without suture. P. 
Kraar. Wien. med. Wchnschr., 1933, i, 177. 

A new outline for the treatment of fresh injuries. W. 
Recut. Prakt. lék., 1932, p. 12. 

A study in extensive cutaneous burns. M. A. McIver. 
Ann. Surg., 1933, xCvii, 670. [364] 

The treatment of old unhealed burns. J. S. Davis and 
E. A. Krttowskr. Ann. Surg., 1933, xcvii, 648. [364] 

An evaluation of the tannic-acid treatment of burns. 
J. B. Mason. Ann. Surg., 1933, xcvii, 641. [364] 


Fatalities and amputations in the years of 1926 to 1930, 
with particular reference to sepsis following fresh open 
injuries (accident hospitals and workers’ insurance hospital 
for Vienna, also Austria and Burgenland). W. Euatr. 
1932: Berlin, Vogel. 

“The Treatment of Wounds” by Bartolomeo and 
Sarasin (a surgical test by an unknown Italian surgeon of 
the fifteenth century). V. Purrr. Arch. ital. di chir., 1933, 
Xxxili, 609. 

Studies on the treatment of purulent wounds with 
hypertonic solutions of magnesium sulphate and sodium 
sulphate. B. E. PANKRATIEW and W. W. Potrrow. 
Wien. klin. Wehnschr., 1932, ii, 1580. 

Wound infection. V. MANNINGER. Orvosi hetil., 1933, 


p. 107. 

Infections of the hand. N. L. Eckuorr. Lancet, 1933, 
CCxxiv, 1276. 

Amputation for infected wound of the heel. Bérarp and 
Lyon chir., 1933, Xxx, 290. 

The early diagnosis of carbuncle. W. Maver. Zentralbl. 
f. Chir., 1933, p. 212. 

Treatment of furuncles and carbuncles of the face by 
bacteriophage. A. Raica. Bull. et mém. Soc. d. chirurgiens 
de Par., 1932, xxiv, 571. [365] 

Tetanus. D. D. Courts. Med. J. Australia, 1933, i, 618. 

Tetanus following the injection of serum. B&RARD, 
PEYCELON, and Denis. Lyon chir., 1933, xxx, 304. 

Experimental researches on the pathogenesis of tetanus 
infection. R. Parma. Ann. ital. di chir., 1933, xii, 
159. 366 

Tetanus with an unusual early symptom. P. H. Leavirr. 
New England J. Med., 1933, cevili, 1160. 

Prophylaxis of rabies. J. L. Sit. Arch. Uruguayos de 
med., cirug. bi especial., 1933, ii, 718. 

Anthrax in East Africa. R. M. BuNTINE. 
Australia, 1933, i, 647. 

Traumatic gas gangrene. Curat and LAsaLa. Soc. de 
cirug. Ge Buenos Aires, 1933, xvii, 56. 

Neoarsphenamine in tularemia. W. S. Fisner. J. 
Indiana State M. Ass., 1933, xxvi, 273. 

D’Hérelle’s phenomenon of staphylococcus pyogenes 
aureus. M. Surmizu. Beitr. z. klin. Chir., 1933, elvii, 154. 

Studies on gas-bacillus infections and their therapy. G. 
EFFKEMANN. Arch. f. klin. Chir., 1933, clxxiv, 1. 

Late contribution on lesions produced by Halobyssus 
moniliformis Zukal var. parasiticus. P. Barco. Arch. ital. 
di chir., 1933, xxxiii, 655. 

The quantitative determination of bacteriophage activity 
and its application to the study of the Twort-d’H¢relle 
phenomenon. G. DreEvER and M. L. CAMpRELL-RENTON. 
J. Path. & Bacteriol., 1933, xxxvi, 390. [366) 
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Anzesthesia 


Progress in anesthesia in 1932. R. I’. SHELDON. New 
England J. Med., 1933, ceviii, 1360. 

Remarks on certain special methods of anesthesia. 
J. S. Lunpy. Minnesota Med., 1933, xvi, 402. 

Explosions during anesthesia. VON SCHEURLEN. 
Ztschr. f. aerztl. Fortbild., 1933, xxx, 7o. 

The influence of some chronic pulmonary lesions on 
anesthesia. O. Kiotz. Anes. & Anal., 1933, xii, 122. 

Necrosis following local and conduction anesthesia. 
F. Mompurc. Zentralbl. f. Chir., 1933, p. 446. 

Anesthetic deaths and their prevention. F. W. CLEMENT. 
Anes. & Anal., 1933, xii, 93. 

Pre-anesthetic medication; the barbiturates. 
tins. Anes. & Anal., 1933, xii, 134. 

Electrical anesthesia in man. G. LECLERC. 
mém. Soc. nat. de chir., 1933, lix, 693. 
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Avertin anesthesia. J. M. Wottesen. Hosp.-Tid., 
1932, PP. 1320, 1375. [367] 

Avertin in 100 obstetrical cases and 10 surgical cases. 
C. W. WuitaKerR. West. J. Surg., Obst. & Gynec., 1933, 
xli, 347. 

The use of avertin in ear, nose, and throat operations. 
E. G. Cottrns. J. Laryngol. & Otol., 1933, xlviii, 397. 

A note on avertin anesthesia in operations on the upper 
respiratory tract. Sir F. Sarpway. J. Laryngol. & Otol., 
1933, Xlvili, 389. 

The comparative adaptability of pernocton, avertin, and 
pentobarbital sodium for basal anesthesia. J. B. Bocan. 
Anes. & Anal., 1933, xii, 126. 

Is pernocton a distinct addition to our anesthetic 
agents? A. MAUVERER. Wien. klin. Wchnschr., 1933, i, 172. 

Clinical experiences with the intravenous administration 
of evipan-natrium anesthesia in gynecology and obstetrics. 
C. HoLtTeRMANN. Deutsche med. Wchnschr., 1933, i, 50. 

The question of synergism between magnesium salts and 
ether. L. F. ScHACKELL and R. R. BLUMENTHAL. Anes. & 
Anal., 1933, Xii, 102. 

The present status of anesthetic ether regarding its 
common impurities. W. B. Nerr. Canadian M. Ass. J., 
1933, XXViii, 627. 

Some practical and theoretical points in oxygen and 
carbon dioxide therapy. W. H. Lonc. Kentucky M. J., 
1933, XXXi, 295. 
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Rehalational anesthesia. A method of utilizing the re- 
cent advances in anesthetic administration. J. Hatton. 
Brit. M. J., 1933, i, 1097. 

Some observations upon general anesthesia. 
Primrose. Glasgow M. J., 1933, Cxix, 192. 

Clinical research on the behavior of the Arneth index 
and the hemogram of Schilling after surgical operations 
performed under general anesthesia. L. Saticr. Ann. ital. 
di chir., 1933, xii, 209. [367| 

Spinal anesthesia. R. Z. Linney. South. M. & S., 
1033, XCV, 312. 

General spinal anesthesia; report of a case. G. \. 
SAUNDERS. New England J. Med., 1933, ceviii, 1161. 

Spinal anesthesia with percain. R. E. PASMAN. Soc. de 
cirug. de Buenos Aires, 1933, xvii, 228. 

Spinal anesthesia with percain; the technique of Quarel!x. 
A. BAsset. Presse méd., Par., 1933, xli, 563. 

Pantocain as a spinal anesthetic. C. F. McCuskey. 
Anes. & Anal., 1933, xii, 116. 

The use of spinal anesthesia in patients suffering with 
traumatic conditions of the pelvis or lower extremitics. 
O. H. FutcHer. West Virginia M. J., 1933, xxix, 267. 

Plantar ulcers following spinal anesthesia; lumbar 
ganglionectomy; cure. G. Prcarp1. Policlin., Rome, 193; 
xl, sez. chir. 237. [367) 

Experiences with sacral anesthesia. W. Haupt an 
R. Kraus. Zentralbl. f. Gynaek., 1933, p. 129. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


Roentgenology 


Research and development in roentgen technique. A. 
Bouwers. Acta radiol., 1933, xiv, 184. 

The plane surface applicator. W. V. MAyNEorpb. Acta 
radiol., 1933, Xiv, 94. 

High-voltage generators for X-ray apparatus. E. H. W. 
Banner. Brit. J. Radiol., 1933, vi, 360. 

The comparison of high voltage roentgen-ray generators. 
L. S. TAyLor and K. L. Tucker. Am. J. Roentgenol., 
1933, Xxix, 826. 

Measurements of high-voltage X-rays. W. V. MAYNEORD 
and J. E. Roperts. Brit. J. Radiol., 1933, vi, 321. 

A study of the changes in definition occurring with the 
Bucky diaphragm of the mobile type. W. W. Fray and 
W. T. Hitt. Radiology, 1933, xx, 456. 

Iodized rapeseed oil (campiodol), an improved roent- 
genographic opaque oil. M. A. GLASER and G. W. Raiziss. 
Radiology, 1933, xx, 471. 

The roentgenological differentiation of lesions of the right 
and left sides of the heart. L. G. RIicLER. Radiology, 
1933, XX, 463. 

The reduction of fractures and the removal of foreign 
bodies, using oil-immersed shock-proof units, biplane 
fluoroscopy, and special fracture device. L.G. McCuTcHen. 
Radiology, 1933, XX, 477. 

Pneumography of the knee, particularly in a case of 
arborescent lipoma. S. JUNGHAGEN. Acta radiol., 1933, 
xiv, 172. 

Progress in the diagnosis of tuberculosis, with special 
reference to the X-rays. J. A. Myers. J. Am. M. Ass., 
1933, C, 2004. 

The effect of roentgen rays on bone growth and bone 
regeneration. B. Brooks and H. T. Hittstrom. Am. J. 
Surg., 1933, XX, 599. 

The question of dosage for temporary roentgen steriliza- 
tion. T. C. Neerr. Strahlentherapie, 1932, xlv, 734. 
Radiol. Rdsch., 1932, i, 50, 53. 


Obliteratior. of the kidney by means of roentgen irradi:- 
tion. P. Kien. Zentralbl. f. Gynaek., 1932, p. 2650. 

Psychosis and X-rays. A. Marin. Canadian M. As. 
J., 1933, Xxviii, 621. 

The radiosensitiveness of tumors derived from cartilage. 
A. U. Desyarpins. Am. J. Cancer, 1933, xviii, 15. [369 

The value of serum reactions in radiotherapy of cancer. 
E. C. Lowe. Brit. J. Radiol., 1933, vi, 207. (369) 


Radium 


New apparatus for teleradium treatment used at Radi 
umhemmet. R. M. Srevert. Acta radiol., 1933, xiv, 10;. 

An analysis of the factors entering into radium-pack 
intensities. M. C. RemnHArp. Am. J. Cancer, 1933, xvi!, 
136. [370) 

Intensity distribution and dosage in teleradium treat- 
ment at Radiumhemmet. S. BENNER. Acta radiol., 1933, 
xiv, 207. 

A protection arrangement for the repacking of radiuin 
bombs. R. THor&us. Acta radiol., 1933, xiv, 215. 

The use and value of gold radon seeds. I. I. Kapa. 
J. Am. M. Ass., 1933, c, 1765. 

The effect of extragenital radium irradiation duriny 
pregnancy upon the fetus. J. GRaNzow. Strahlentherapiv, 
1932, xlv, 538. 

The radium treatment of epitheliomata with reference (» 
cartilage and bone. A. J. LArkry. J. Iowa State M. Soc, 
1933, Xxiii, 314. 

Radium therapy in carcinoma of the lip. E. Ketry. 
J. Am. M. Ass., 1933, c, 388. [371| 

Chronic radium poisoning in rats. H. E. THomas and 
I. H. Bruner. Am. J. Roentgenol., 1933, xxix, 641. 


Miscellaneous 


Joint manipulation ope extremity). 


J. MENNEL!. 
Proc. Roy. Soc. Med., 


Lond., 1933, xxvi, 881. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Therapeutic fever produced by diathermy; its present 
development and future possibilities. J. C. Kinc. Radiol- 
1933, XX, 449. 
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Studies on the effect of roentgen and gamma rays upon 
the eggs of drosophila melanogaster. O. GLASSER and 
F. R. Mautz. Am. J. Roentgenol., 1933, xxix, 815. 


MISCELLANEOUS 


Clinical Entities General Physiological 
Conditions 


Congenital partial gigantism. O. H. Spreitzer. Ztschr. 
f. orthop. Chir., 1933, lviii, 423. 

Congenital changes in the skin. A. KOEHLER. Monats- 
schr. f. Geburtsh. u. Gynaek., 1933, xcili, 265. 

Segmental longitudinal ectromelia, a case of congenital 
absence of the ulna. SuArez. Arch. Fac. de med. de 
Zaragoza, 1933, li, 77. 

On pain. D. WATERSTON. Lancet, 1933, CCxxiv, 943. 

Dilaudid for intractable pain. O. J. MENARD. Surg. 
Clin. North Am., 1933, xiii, 727. 

Differential diagnosis in headache of periodic type. T. R. 
Gittins. Ann. Otol., Rhinol. & Laryngol., 1933, xlii, 463. 

A discussion on deficiency diseases. Proc. Roy. Soc. 
Med., Lond., 1933, xxvi, 983. 

Cyanosis. J. C. Meaxrns. International Clinics, 1933, 
ii, 67. 373 
A case of atrophic myotonia. T. Fracasst, F. R. Ruiz, 
and D. E. Garcia. Rev. méd. Lat.-Am., 1933, xviii, 757. 

Nervous disorders associated with hemorrhage. : 
Worms. J. de chir., 1933, xli, 215. [373] 

Some advances in the treatment of thrombopenic 
hemorrhage. E. FRANK. Fortschr. d. Therap., 1932, viii, 
737: 

“Local passive immunity; experimental proofs. A. 
BesREDKA. Presse méd., Par., 1933, xli, 561. 73 

What is wrong with the application of the theory of focal 
infection? O. R. Lourre. Arch. Ophth., 1933, ix, 918. 

A case of achondroplasia with a positive Wassermann 
reaction; a radiological study. R. C. AGurrreE and E. J. 
SAUBIDET. Semana méd., 1933, xl, 1756. 

A study of the etiology of acute rheumatism, with special 
reference to the relationship of the hemolytic streptococcus 
to the disease. H. J. Grpson and W. A. R. THomson. 
Edinburgh M. J., 1933, xl, 93. [374] 

A peculiar — disease. V. Gussew. Zentralbl. f. 
Chir., 1933, P. 2 

Chronic ulcer oF ‘the leg. A. J. Coxkrns. Lancet, 1933, 
ccxxiv, 1168. 

Malaria and surgical diseases. 
Surg., 1933, XX, 800. 

Chronic infectional oedema. F. A. Stevens. J. Am. M. 
Ass., 1933, €, 1754. 

A discussion on the epidemiology and public health 
aspects of epidemic dropsy. Calcutta M. J., 1933, xxvii, 
271. 

A report of cases of epidemic dropsy treated in the 
Carmichael Medical College Hospitals. Calcutta M. J., 
1933, XXVli, 292. 

False tibial oedema. G. B. 
mexicana, 1933, xiii, 262. 

Myeloid leukemia of the polynuclear type without 
splenomegaly. P. Emie-Weit. Bull. et mém. Soc. méd. d. 
hop. de Par., 1933, xlix, 575. 

granulocytosis; appearance of the early pharyngeal 
lesion; three cases, one apparent recovery. J. B. CostTen. 
Ann. Otol., Rhinol. & Laryngol., 1933, xlii, 372. 

Agranulocytosis with mastoiditis; report of a case. J. C. 
Suarp and A. H. Cocuran, Jr. Ann. Otol., Rhinol. & 
Laryngol., 1933, xlii, 498. 


R. L. Ruoprs. Am. J. 
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A case of fatal agranulocytosis due to intolerance to gold 
in a patient with pulmonary tuberculosis. C. FLANbIN, 
A. Escatier, P. SAsrer, and F. Jovy. Bull. et mém. Soc. 
méd. d. hop. de Par., 1933, xlix, 556. 

Agranulocytic angina with septicemia. G. 
Lancet, 1933, Ccxxiv, 1234. 

Agranulocytic angina; treatment by the use of parenteral 
and oral liver extract; preliminary report. F. L. Foran, 
H. M. Suearr, and R. W. Trimmer. J. Am. M. Ass., 
1933, 1917. 

Subacute inguinal lymphogranulomatosis and stenosis of 
the rectum. Der Grecorio. Arch. de med., cirug. y 
especial., 1933, xiv, 5606. 

Congenital lipoma. D. Levi. 
Lond., 1933, xxvi, 1008. 

Juvenile xanthoma multiplex. 
Cancer, 1933, xviii, 345. 

The danger of incomplete removal of apparently inno- 
cent tumors. J. C. BLoopcoop. Canadian M. Ass. J., 
1933, XXVili, 600. 

{pithelioma of the back of the hand. G. 
Petces, and J. Lévy. 
431. 

Cystic adeno-epithelioma (Balzer-Broocke); its relation- 
ship to cylindroma and the possibility of malignant de- 
generation. P. Bucatossr. Clin. chir., 1933, ix, 437. 

The relation of the hypophysis to the growth of malig- 
nant tumors. L. T. Samuets, H. A. BALL, and W. Stmpson. 
Am. J. Cancer, 1933, xviii, 380. 

Attempts at inoculation of malignant granuloma into the 
guinea pig. H. C. VasstiiApts. Rev. belge d. sc. méd., 
1933, V, 222. 

Heredity of cancer. N. 
Am. J. Cancer, 1933; XVili, 357. 

Pathology i in its relation to diagnosis and treatment of 
cancer in the Cancer Clinic, Adelaide Hospital. L. B. Bui. 
and B.S. Hanson. Med. J. Australia, 1933, i, 600. 

The early recognition of cancer. Brest, FRomME, Payr, 
Rostoskt, and others. 1932: Leipzig, Hirzel. 

The Roffo and Botelho reactions in the diagnosis of 
cancer. F. MARTINEZ, E. S. PEREGRIN, and J. M. CLAVERA. 
Semana méd., 1933, xl, 1478. 

Cancer and the fixation reaction for tuberculosis. A. 
BesseMANs and J. Moretir. Rev. belge d. sc. méd., 1933, 
v, 216. 

Erysipelas and carcinoma. 
f. Chir., 1932, p. 1684. 

Carcinoma of both legs superimposed upon chronic 
osteomyelitis. L. and C. McLAuGuuin. Ann. 
Surg., 1933, XCvii, 947. 

The management of the advanced cancer patient. H. C. 
SALTZSTEIN. J. Michigan State M. Soc., 1933, xxxii, 360. 

A report of over 1,000 unselected cancer cases treated 
during 1931 and 1932 at the New York City Cancer 
Institute, Welfare Island. I. I. Kaptan. Radiology, 1933, 
XX, 433- 

Experimental nerve block for the relief of pain in in- 
operable carcinoma; preliminary report. H. S. Ruru. 
Anes. & Anal., 1933, xii, 108. 

The permeability of the blood vessels in and around 
grafted Jensen rat sarcoma. H. Burrows. Am. J. Cancer, 
1933, XViii, 383. 
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Cytological study of the Rous sarcoma and of normal 
macrophages. J. ZwEIBAUM. Bull. internat. de l’Académie 
Polonaise d. sc. et d. lettres, 1933, i, 1. 

Studies of a presumable sarcoma-simulating virus in the 
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Infections 
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The relationship of the reticulo-endothelial system to 
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Progress relative to diseases of the ductless glands. L. G. 
RowntreEE. Pennsylvania M. J., 1933, xxxvi, 646. 
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Hypophyseal extracts. A. Arcut. Policlin., Rome, 1933, 
xl, sez. med. 387. 
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The diagnosis and treatment of disorders of the para- 
thyroid glands. R. F. FarquHARSON. Canadian M. Ass. 
J., 1933, XXVili, 629. 

Parathyroid dysfunction; report of a case treated with 
parathormone and irradiated ergosterol. S. ORTENBER«. 
Canadian M. Ass. J., 1933, xxviii, 490. (374) 

The parathyroids and surgery. J. CHAVANNAZz. J. de 
méd. de Bordeaux, 1933, Cx, 361. 


Surgical Pathology and Diagnosis 


A method for the enumeration of blood platelets. J. N. 
Cumincs. Lancet, 1933, CCXxiv, 1230. 

A comparison of the Wassermann, Kline, and Meinicke 
tests for sera. J. D. A. Gray. Edinburgh M. J., 1933, xvi, 


05. 

The réle of topographic anatomy and methods of ex- 
perimental surgery in tearing of the esophagus. R. Proust. 
Presse méd., Par., 1933, xli, 871. 


Hospitals; Medical Education and History 


Preventive surgery. C. H. Mayo. Am. J. Surg., 1933, 
XX, 747- 


